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EXECUTIVE COUNCIL 


A review of the reports of officers and committees presented at 
the January 20 meeting of the Executive Council indicates that the 
routine work of the state organization and its constituent societies is 
moving along satisfactorily, thanks to the efficient work of those into 
whose hands the responsibility has been committed. 

The Board of Trustees is concerned with the probable date of 
completion, financing, and opening of the Library building. Occupa- 
tion of the building before the annual session seems unlikely. Since the 
opening will call for special ceremonies, a committee headed by Dr. 
William M. Gambrell has been appointed to arrange an appropriate 
program for the occasion. The date of the celebration awaits notice of 
the completion date. 

The four doctors of medicine who are members of the State Board 
of Medical Examiners were represented at the Board of Trustees’ meet- 
ing. Although the board is created by law under the Medical Practice 
Act and is in no way under the direction of the Texas Medical Associa- 
tion, the physicians on the board are members of the State Association 
with interests of the profession at heart. Since some criticism of the 
group’s enforcement policies had been made to the Board of Councilors, 
the examining board requested a hearing. The power to license every 
practitioner of medicine or osteopathy rests with the Board of Medical 
Examiners, which determines the applicant’s fitness by examination or 
by reciprocity from other states. The power to revoke a license once 
issued is lodged in the district courts of the state; such revocation is 
determined by due process of law, the preferring of charges, and trial 
by jury. Difficulties in obtaining convictions and revocation of licenses 
stem from three problems: (1) lack of sufficient funds to hire inves- 
tigators to collect evidence, (2) unwillingness of prosecuting attorneys 
to push cases, and (3) refusal of citizens to appear as witnesses. Since 
any law is only as good as public support of its enforcement, we must 
go a long way to convince the public that prosecution of ill-trained 
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practitioners is in the layman’s interest and not an effort to foist upon 
the public a medical trust. As one member stated, “You cannot pass a 
law that will prevent a man from going to a quack.” 

The discussion by representatives of the Board of Medical Exam- 
iners called attention to the benefits and limitations of the Medical 
Practice Act. The constitutionality of the law authorizing a Board of 
Naturopathy to issue licenses is still to be determined. If the law is 
declared unconstitutional, about 500 practitioners of naturopathy will 
find their certificates void and will face possible prosecution by the 
Board of Medical Examiners for practicing without a license. 

For three years the Board of Councilors has urged each local 
society to bring its charter up to date as a matter of record and of proper 
legal existence. The record of only three delinquent societies out of 
122 county societies is the result of faithful work of the councilors. 

Since the Council on Scientific Work must keep about a year ahead 
in its work, plans for the 1953 session are under way. Marking the 
one hundredth anniversary of the Texas Medical Association, the 1953 
program as now planned will honor former Texans who have distin- 
guished themselves in other states in the field of medical practice, 
instruction, and research. 

The Executive Secretary's report showed that at the end of the 
largest membership year in history, 1951, there were 6,237 members 
of the State Association, and approximately 80 per cent were members 
of the American Medical Association. Since representation in the 
A.M.A. House of Delegates is in direct proportion to Texas member- 
ship in the A.M.A., every effort is being made to increase the number 
of A.M.A. members from our state to equal the membership of the 
Texas Medical Association. 

As pointed out by Dr. Merton M. Minter, chairman of the Board 
of Trustees, prompt payment of dues is important to members in 
keeping current their hospital staff membership and their protection in 
any form of personal sickness and malpractice insurance that is con- 
tingent upon bona fide membership in the state society. Dues for 1952 


should be in by now. 
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GUIDEPOST FOR GOOD MEDICAL 
RECORDS 
Official recognition that good medical rec- 
ords should be maintained, even by small hos- 
pitals and clinics, and that a concerted effort 
should be made to assure adequate records was 
given by the Executive Council of the Texas 


Medical Association when it met in January. 


In large institutions, medical students, in- 
terns, or residents are available to assist with 
record keeping as a part of their education; in 
addition, specially trained librarians are em- 
ployed in the record department. In the smaller 
hospitals or clinics, however, it is usually up to 
busy physicians and untrained clerks or secre- 
taries to maintain the records of the patients. 
The result often is hastily prepared, poorly in- 
dexed material which is unsatisfactory from the 
standpoint of the physician wanting to check on 
the progress of his patient, the patient wanting a 
written report for a physician in a new locality, 
Or an insurance company needing specific in- 
formation as to dates and facts. Furthermore, 
these inadequately kept records may be the one 
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neglected spot in an otherwise scientifically . 
operated and scrupulously managed establish- 
ment and may even prevent the institution from 
obtaining approval by such standard-conscious 
agencies as the American College of Surgeons. 

Recognizing the value of good medical rec- 
ords and the difficulties inherent in keeping 
them in smaller hospitals and clinics, the Execu- 
tive Council approved a recommendation by the 
Board of Trustees that the Association cooper- 
ate with the Texas Hospital Association in an 
effort to train more medical record librarians 
in Texas and to encourage the small hospitals 
and clinics in the state to make use of such 
librarians. The plan calls for several:small in- 
stitutions to employ one librarian on a consulta- 
tive basis, thus making it possible for one person 
to supervise the record departments of several 
institutions and solve the problems which un- 
trained personnel cannot handle, at the same 
time keeping the cost of any one institution at 
a minimum. 

It is fine that the Executive Council has taken 
cognizance of the medical record problem and 
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has suggested a plan for overcoming it. At the 
same time, officials of the Association in a posi- 
tion to carry through the details of the plan in 
cooperation with the Texas Hospital Association 
and individual physicians who can take advan- 
tage of the plan in the hospitals and clinics 
which they help to operate must share the re- 
sponsibility of translating the theory into prac- 
tice. Oniy by setting up the machinery for assur- 
ing a supply of medical record librarians and for 
utilizing their services once they are available 
can a happy solution be achieved. 


NEW AID FOR EDUCATION 


American industry has joined those who view 
with apprehension the increasing dependence 
of educational institutions upon financial assist- 
ance from the federal government. The Na- 
tional Association of Manufacturers on Decem- 
ber 20 announced the unanimous adoption by 
its 160-member board of directors of a resolu- 
tion which acknowledged the financial plight 
of schools, colleges, and universities; reiterated 
industry’s belief that private and public educa- 
tional agencies, state and local, are essential to 
the development of American leadership; and 
urged the membership of the NAM to work 
for adequate local, state, and private financial 
support for a sound program of elementary and 
secondary education. 

A statement from the NAM mentioned the 
“squeeze” of economic forces which is jeopardiz- 
ing the future of education in this country, 
pointing to the limitation of private fortunes 
(once a primary source of large endowments) 
by a graduated income tax, the reduction of 
tax funds available to local and state govern- 
mental units. because of increasing federal taxa- 
tion, and the need for additional funds to main- 
tain existing facilities as a result of inflation. 

The principle that assistance to education is 
a legitimate expenditure for American business 
was underlined with the specific suggestions 
that private support be given to (1) endow- 
ments, grants-in-aid, and buildings; (2) scholar- 


ships; (3) already existing facilities, faculties, 
and staffs to carry on research in pure, applied, 
and social science; and (4) demonstrably sound 
organizations which disburse funds to urgently 
needed fields of specialized education. 

The declaration by the National Association 
of Manufacturers is heartening to those who 
think it imperative that the encroachment of 
federal subsidies in education be curtailed. It 
is to be hoped that the nation’s industrialists 
will rally to the challenge and provide the sup- 
port which educational institutions must have 
if they are to continue to give the youth of the 
land a well-rounded, honest introduction to 
knowledge. 

It is to be hoped, also, that such contributions 
as are forthcoming will be made with as few 
provisos as possible. One of the difficulties uni- 
versity researchers encounter now is the ever 
increasing number of grants from government, 
industry, or other agencies which specify the 
precise field in which study must be under- 
taken. Under present circumstances these grants 
are essential to the maintenance of experimental 
work, but by assigning a researcher to a nar- 
row field of activity with the expectation that 
he will supply the answer to a practical prob- 
lem at the end of the period of the grant, 
achievement in the pure knowledge basic to real 
human progress is likely to be hindered. Al- 
though financial support from industry, asso- 
ciations, or other private sources is to be pre- 
ferred to subsidy by federal agencies, any one 
of these means of support can be perverted to 
the detriment of education. 

Mention of the encouraging step taken by the 
National Association of Manufacturers should 
remind members of the medical profession of 
the machinery they have established to assist 
good medical education. The American Medical 
Education Foundation, 535 North Dearborn 
Street, Chicago 10, is eager to accept contribu- 
tions, such contributions being tax exempt. The 
latest figures indicate that to date only twenty- 
one Texans have donated to the medical fund. 
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While rejoicing over the stand the NAM has 
taken, Texas doctors should hesitate to let in- 
dustry take the lead in supporting the special- 
ized education about which they are more di- 
rectly concerned. 


“NOAH WEBSTER SAYS—” 


The term “committee,” according to Web- 
ster’s Collegiate Dictionary, has two definitions: 
(1) a person to whom some trust or charge is 
committed and (2) a body of persons appointed 
or elected to take action upon some matter of 
business, as by a court or legislature. 


This double-barreled definition becomes ap- 
parent in the classification of committees made 
by the By-Laws of the Texas Medical Associa- 
tion: (1) councils, (2) standing committees, 
(3) special committees, (4) reference commit- 
tees, and (5) special delegates. Although the 
emphasis in Association committees is upon the 
second or plural meaning, through custom the 
offices of special delegates have been held by 
individual physicians. 

The councils were described in the Decem- 
ber, 1951, JOURNAL. 


In most instances, naming the standing com- 
mittees reveals their specific functions. Certain 
ones, such as the Committees on Cancer, Tu- 
berculosis, Mental Health, and Public Health, 
have been designated to direct research within 
the Association and to cooperate with other re- 
lated organizations or agencies in the four re- 
spective fields. Included in the public health 
scope are industrial medicine, venereal disease, 
maternal and child health, preventive medicine, 
and health education. 

Two other committees, while striving ulti- 
mately for public service, work more closely 
within the framework of the Association. These 
are the Committee on Medical History, which 
has as its immediate aim the preservation of 
Association records and data for the compila- 
tion of a comprehensive medical history of 
Texas, and the Committee on Library Endow- 
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ment, which is responsible for the development 
of the Association Library, the facilities of which 
are available to the public as well as to Associa- 
tion members. 


The Committee on Public Relations has two 
objectives: (1) to aid in the proper evaluation 
by the public of the services of the medical pro- 
fession and (2) to aid in the proper evaluation 
by the medical profession of its obligation to 
the public. An outgrowth of the second objec- 
tive of the Committee on Public Relations was 
the provision within the past year for the Asso- 
Ciation’s newest standing committee, the Public 
Grievance Committee. As yet, members of this 
last-named committee have not been chosen; 
however, on the district level public and pro- 
fessional relations committees, as they are called, 
have been appointed, and several county so- 
cieties have their own grievance committees. 
The state committee of fifteen members, who 
will be elected from the membership of the 
district committees, will handle appeals on com- 
plaints with regard to patient-physician relation- 
ship, unprofessional conduct, or noncompliance 
with the Principles of Medical Ethics. 

The manner in which members are named to 
the standing committees varies. The Board of 
Trustees appoints the seven members of the 
Committee on Public Relations; the Board of 
Councilors and others who may be appointed 
by the Board of Trustees serve as advisory mem- 
bers. The President-Elect appoints one member 
each of the other committees, who serve five 
year terms with one term expiring each year; an 
exception is the Committee on Public Health, 
which with a membership of ten has two ap- 
pointees and two terms expiring each year. Ten- 
ure of office on all standing committees is lim- 
ited to ten years. Vacancies on the committees 
are filled by Presidential appointment for unex- 
pired terms. 


Special committees provided for in the By- 


Laws are “(1) General Arrangements Com- 
mittee for the Annual Session, (2) Committee 
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on Memorial Exercises, (3) Committee on 
Scientific Exhibits, (4) Advisory Board to the 
Texas Society of Medical Technologists ..., and 
(5) such other committees as may be deemed 
advisable.” Members are appointed by the Presi- 
dent for a one year term. . 

Other special committees at present deal with 
rural health, revision of the Constitution and 
By-Laws, nursing care, Negro medical facilities, 
study of alcoholism, blood banks, Dr. Roger 
Post Ames resolution, postgraduate work, na- 
tional emergency medical service and civil de- 
fense, and American Medical Education Foun- 
dation. 

The Board of Trustees currently has three 
special subcommittees: the Committee to Write 
a History of the Texas Medical Association, the 
Building Committee, and the Building Celebra- 
tion Committee. 

Reference committees, to consider and make 
recommendations about business before the 
House of Delegates, consist of seven members 
each and are appointed by the President for 
each annual session. They are as follows: (1) 
Credentials, (2) Reports of Officers and Com- 
mittees, (3) Resolutions and Memorials, (4) 
Finance, (5) Amendments to the Constitu- 
tion and By-Laws, (6) Scientific Work, and 


Public Receives Better Medical Care 


Americans receive more and better medical care today 
than they did twenty years ago for the same proportion of 
the budget, the Bureau of Economic Research of the Amer- 
ican Medical Association states in a recent report. 


The proportion of the consumer’s budget spent for med- 
ical care has fluctuated around 4 per cent during the past 
twenty years. During the same period the physicians’ share 
of the medical care dollar dropped 12 per cent while the 
hospitals’ share rose 66 per cent. The report reveals that the 
average physician rendered from one-third to one-half times 
more services in 1950 than during the 1935-1939 period. 
This fact is credited to the introduction of wonder drugs, 
better transportation, increased number of patients seen in 
the hospital and office, and other increased technological 
efficiency. 


Blindness Prevention Law Change Premature 


An editorial in the January 12 issue of The Journal of 
the American Medical Association urges that no changes in 
present regulations requiring the use of silver nitrate pro- 
phylaxis in the eyes of newborn infants be made at: this 


(7) Medical Service and Public Relations. In 
addition, the Board of Councilors and Board 
of Trustees may act as reference committees. 

The President is empowered to appoint such 
special delegates and representatives as he thinks 
advisable or as may be ordered by the House of 
Delegates. Delegates have been named this year 
to the Texas Hospital Association, State Health 
Education Council, Texas State Nutrition Coun- 
cil, State Rural Health Council, Lone Star State 
Medical Association, Louisiana State Medical 
Association, Arkansas Medical Society, Texas 
State Dental Society, and New Mexico Medical 
Society. 

Committee members are noted among their 
colleagues for their special interest and pro- 
ficiency in the particular field for which they 
are chosen. Their diligence in approaching the 
problems relegated to their “trust or charge,” 
above and beyond the more evident and taken- 
for-granted duty of taking “action upon some 
matter of business,” is responsible for much of 
the Association’s constructive program. 

Typifying the doctor who devotes his time 
to committee work for the Association are the 
chairmen of the standing committees whose 
biographies appear in the Organization Section 
of this JOURNAL. 


time. Articles urging the use of some form of antibiotic 
drug, especially penicillin, have appeared recently. 

The editorial states that although there is no objection to 
the use of penicillin prophylaxis in hospital clinics. where 
the use is well controlled, specific changes in the existing 
laws would be premature. The article suggests that further 
study may result in recommendations for the use of some 
other antibiotic drug not having the objections raised in 
regard to the penicillin procedure. 

At present thirty-two states specify the silver nitrate 
method while one gives penicillin as an alternate method. 
Laws and regulations for some form of prophylaxis against 
blindness in newborn babies exist in every state and the 
District of Columbia. 


New Edition of Hospital Coding System 


The fourth, revised edition of the Standard Nomenclature 
of Diseases and Operations became available to hospitals on 
January 2, 1952, the American Medical Association has an- 
nounced. This system has become the standard for the diag- 
nostic coding of hospital records for more than 70 per cent 
of the country’s hospitals. 
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MENSTRUAL 


DISORDERS 


|. During Adolescence 


ROBERT G. SWEARINGEN, M.D., 


ADOLESCENCE is the period of 
growing from childhood to womanhood. The develop- 
ment of the secondary sexual characteristics is grad- 
ual but the onset of menstruation often is sudden. It 
indicates that at some previous time the hypothalmic- 
hypophyseal mechanism has been stimulated or its in- 
hibitory mechanism has been removed. The menarche, 
dependent on many factors, normally occurs in girls 
between 9 and 17 years of age. 


The development of secondary sexual characteris- 
tics is due to ovarian hormones and adrenal androgens. 
The estrogens promote development of the breasts, 
labia minora, stratified squamous vaginal epithelium, 
the uterus, and fallopian tubes. The androgens stimu- 
late the growth of axillary and pubic hair, the labia 
majora, and clitoris. Some end organs are more re- 
sponsive to these hormones than are others. 


The normal menstrual cycle is characterized by se- 
quential endometrial changes. The follicle-stimulating 
hormone influences the follicles to mature and to pro- 
duce estrogen, which in turn depresses the follicle- 
stimulating hormone, and the luteinizing hormone is 
secreted. The ruptured graafian follicle becomes the 
corpus luteum, which is stimulated by the luteinizing 
hormone to produce more estrogen and progesterone. 
Rising titers of progesterone depress the luteinizing 
hormone, which allows the corpus luteum to degen- 
erate.” A change in the estrogen and progesterone 
titer and balance causes ischemia of the spiral ar- 
terioles with regression of edema and hemorrhage 
from the endometrium. 


It is often difficult to decide whether a deviation 
from the “average” pattern of the menstrual cycle is 
due to a constitutional difference in the endocrine 
system, temporary imbalances in the hormones, varia- 
tion in responsiveness of the end organs, or a more 
serious glandular defect.!* 


Unusually long or short cycles more often are due 
to an alteration of the preovulatory time rather than 
the ovulatory phase. The most common type of men- 
strual irregularity is functional. It is due to a disturb- 
ance in the pituitary-ovarian-endometrial rhythm, pro- 
ducing abnormal bleeding from an anovulatory pro- 





Read before the Section on Obstetrics and Gynecology, Texas Med- 
tcal Association, Annual Session, Galveston, May 1, 1951. 
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liferative endometrium.® An exaggerated degree of 
this disturbance produces glandular cystic hyperplasia. 


Normal menstruation is dependent on normal func- 
tioning glands of internal secretion and a uterus cap- 
able of responding to these secretions. Menstruation 
is a symptom, and any clinical variation in the flow 
does not necessarily reflect the degree of ovarian 
dysfunction responsible for the abnormal flow. Any 
degree of ovarian dysfunction may produce varied 
types of endometrium, resulting in any kind of men- 
strual disorder. However, in most instances the type 
of endometrium reflects the degree of ovarian dis- 
turbance. Such dysfunction of the ovaries may be 
intrinsic, due to trouble within the ovary, or ex- 
trinsic, caused by malfunctioning of any other gland 
of internal secretion or by some constitutional dis- 
ease. 

Burch and his co-workers demonstrated that the 
same symptom complex could be produced in rodents 
in which the hypophysis had been partially removed 
resulting in partial castration. He divided ovarian 
dysfunction due to any cause into three degrees: (1) 
ovarian dysfunction with normal endometrium and 
minor menstrual irregularities, (2) ovarian dysfunc- 
tion with glandular cystic hyperplasia and severe 
bleeding, and (3) ovarian dysfunction with atrophic 
endometrium and excessive bleeding or amenorrhea.” 


Menstrual disorders are due to anatomic variations, 
heredity, or environment. The environmental in- 
fluences are lack of proteins, amino acids, vitamins, 
minerals, or the body’s inability to use these sub- 
stances. Rest, emotions, exercise, and disease also are 
contributing factors. 


PREVENTION OF PSYCHIC 
TRAUMA 


In the adolescent, deficiencies or abuses that might 
lead to subsequent disorders of endocrine or structural 
development must be prevented. However, the phys- 
ician should not create an anxiety in the girl or her 
mother by being oversolicitous or by his manner in 
taking the history or in any part of the physical exam- 
ination or treatment. 


The physician must explain that symptoms of a 
menstrual disorder are not catastrophic and usually 
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can be worked out in time. He should stress that diag- 
nosis as well as treatment and results are slow and that 
various glandular preparations should be used only 
after all other factors are eliminated. “Shots” and large 
doses of hormones may produce psychic trauma in a 
young girl which will cripple her physically and 
emotionally for the remainder of her menstrual life. 

Precocious menstruation usually is a normal consti- 
tutional deviation. Adrenal and granulosa cell tumors 
must be excluded, however. On the other hand, a nor- 
mal, healthy girl may not menstruate until she is 17 
years old, although studies of this type of irregularity 
should begin at an earlier age. Careful study is neces- 
sary also in cases of excessive menstruation. The ac- 
tual amount of blood loss often is difficult to ascertain 
from the history alone. 


The patient must be convinced that it is not neces- 
sary to menstruate, that is, no harmful “poisons” are 
being stored. She should know that imbalances com- 
mon during developmental years produce symptoms, 
one of which is abnormal menstruation. Since the 
change from puberty to maturity is gradual, the 
amount and proportion of hormones, as well as the 
responsiveness of the tissues, may be gradual also.® 
Hence, many minor irregularities may be produced 
during this transition because of deficiencies or glan- 
dular imbalances. 


The first bleeding cycles usually are anovulatory. 
In the absence of ovulation no corpus luteum is 
formed. The nonsecretory or proliferative endome- 
trium which results may cause excessive bleeding or 
irregular shedding. Persistent follicular cysts are a 
part of the same syndrome of endocrine imbalances 
or ovarian dysfunction. This anovulatory menstrua- 
tion with its proliferative endometrium explains the 
absence of dysmenorrhea at the menarche and shortly 
afterward in patients who later develop primary dys- 
menorrhea. It also accounts for the infertility that 
exists in some girls during adolescence. 


HISTORY AND PHYSICAL 
EXAMINATION 


The problem of menstrual irregularity may be ap- 
proached first by obtaining a careful history. An in- 
quiry should be made for symptoms of any glandular 
disorder or constitutional disease which have existed 
or are present at the time of examination. Any gen- 
eralized or localized infection or an operative pro- 
cedure affecting the ovarian blood supply may lead 
to irregularities in menstruation. The physician should 
ask about any known variation in development or 
menstrual patterns of the mother and any sister. The 
familial types, whether thin or fat, precocious or de- 
layed mentally and physically, often are guides in in- 
dividualizing these problems. 


In physical examination, the temperature, pulse, 
respiration, and blood pressure should be recorded. 
The stature may suggest obesity, precocious develop- 
ment, malnutrition, dwarfism, or abnormal hirsutism. 
The patient may be active or sluggish, tall and thin, 
or short and fat. The distribution of fat, that is, 
whether it is generalized or the girdle or breeches 
type, often is an index to a more serious glandular 
deficiency. The more definite syndromes of Cushing, 
Froehlich, Laurence-Moon-Biedl, hypothyroidism or 
hyperthyroidism, and other obvious glandular abnor- 
malities often are diagnosed by the pediatrician be- 
fore the patient reaches adolescence. 


The development of secondary sexual characteris- 
tics is dependent upon the amount and proportion of 
male and female hormones elaborated by the adrenal 
glands and ovaries and response of the end organs to 
these substances. Hirsutism, with an increase in the 
17-ketosteroids, is due to an increase in the adrenal 
androgens. Many overdeveloped end organs may in- 
dicate an abnormal response to normal concentration 
of the hormones. 

A careful examination is required to eliminate con- 
stitutional diseases, dietary deficiencies, tumors, and 
anatomic defects. A rectal examination usually will 
exclude any obvious, though rare, ovarian tumor in 
the young girl. The presence of cyclic menstrual mo- 
limina, such as sore breasts, headaches, dizziness, nerv- 
ous tension, irritability, gaseous bloating, backache, 
thigh-ache, and vasomotor disturbances is a clinical 
suggestion of the presence of anterior pituitary hor- 
mones with diminished or no estrogens, so commonly 
observed in cases of primary hypo-ovarian function. 
Clinical evidence of normal structural and anatomic 


development usually means that normal hormonal 
secretions are present. 


LABORATORY EXAMINATION 


A quantitative measure of the pituitary gonado- 
tropic hormones and the ovarian estrogens in the 
blood and urine often is impractical or unnecessary. 
When possible, such tests should be made at repeated 
intervals to determine cyclic variation in these hor- 
mones. One determination is not sufficient. A diminu- 
tion or lack of estrogens and anterior pituitary hor- 
mones in the blood and urine is noted in patients 
deficient in pituitary or thyroid hormones, whereas 
a normal or excessive amount of anterior pituitary 
hormones with little or no ovarian estrogens means 
primary ovarian dysfunction. A basal temperature 
graph may determine the existence of an ovulatory 
cycle. 

The significance of a complete blood count; de- 
terminations of blood cholesterol and protein levels, 
glucose tolerance, sedimentation rate, prothrombin 
time, bleeding and clotting time, capillary fragility, 
and number of blood platelets; urinalysis; basal meta- 
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bolic rate; visual fields; and roentgen studies of the 
sella turcica and epiphysis is well known. 

Endometrial biopsies and curettements in virginal 
girls usually may be omitted for psychic reasons, al- 
though they are often of tremendous value in deter- 
mining the degree of ovarian dysfunction as well as 
for the immediate control of bleeding. 

Vaginal smears usually can be made without pro- 
ducing any physical or mental trauma and are of 
value in diagnosis and evaluation of response to 
treatment. Pink cornified cells, large and flat with 
pyknotic or no nuclei, signify a mature follicle phase. 
In the luteal phase bacteria, mucus, and leukocytes 
reappear. Most of the cells, bluish in color, are folded 
and wrinkled, with degenerative changes in the pro- 
toplasm. In the absence of estrogenic stimulation, the 
cells are from the basal layer, round or oval, and few. 
They have dark cytoplasm and large nuclei with some 
free nuclei and leukocytes. Here again, repeated 
smears are necessary to follow the cycle. 


NUTRITIONAL AND HYGIENIC 
REGIMEN 


Growing girls need adequate sleep, rest, and reg- 
ular outdoor exercises, factors which often are over- 
looked or neglected because of the strenuous social 
and scholastic demands made on young people today. 
Supervision and organization of these habits can cor- 
rect early minor irregularities and emotional dis- 
turbances. The patient’s emotions directly affect the 
endocrine system through the hypothalmus and its con- 
nection with the anterior pituitary gland or through 
the adrenal cortex. Such a disturbance results from 
excessive stimulation of short duration or mild stim- 
ulation during a longer period. Most menstrual dis- 
orders right themselves with normal development. 
However, early diagnosis and treatment often will 
prevent ultimate and more permanent impairment. 

McCollum has shown that the ovary is influenced 
readily by nutritional deficiencies.’ A strong and 
healthy foundation insured by an adequate diet, vita- 
mins, and minerals is good prophylaxis for the de- 
veloping girl. 

Treatment by correction of dietary deficiency will 
not cause the girl alarm or provide grounds for a pos- 
sible neurosis toward the menstrual or sexual func- 
tions. 


TRUE MENSTRUAL DISORDERS 


The more common types of true menstrual dis- 
orders in the adolescent girl are menorrhagia, amenor- 
rhea, and metrorrhagia. 


Menorrhagia—The mechanism in functional uter- 
ine bleeding is a failure of ovulation with resulting 
production of excessive estrogen and an absence of 
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progesterone. When found in the early years of men- 
strual life, this condition is an exaggeration of the 
normal.® Such patients are normal girls with excessive 
bleeding without molimina or dysmenorrhea. They 
may be incapacitated because of bleeding and an asso- 
ciated anemia. The microscopic appearance of the 
endometrium, although this type of examination is to 
be deferred, demonstrates the degree of ovarian dys- 
function from whatever cause.” 

The treatment of functional bleeding begins with 
a diet high in proteins and of a caloric value meas- 
ured for the individual patient. Rest, study, and exer- 
cise should be regulated systematically. The adminis- 
tration of iron and vitamin preparations corrects and 
prevents further anemia. Any constitutional disease or 
focus of infection must be cured by specific meas- 
ures. In patients with a normal or low basal metabolic 
rate, small doses of thyroid extract given to tolerance 
as determined by repeated checks often will suffice 
to give the necessary stimulus to the body in general, 
as well as to supply thyroid substance in cases of de- 
ficiency. In patients with a deficiency of the anterior 
pituitary hormones, there also is a loss of thyroid and 
ovarian function. These patients may be treated by 
both thyroid extract and the cyclic administration of 
oral estrogens. Burch has demonstrated that small 
doses of estrogen stimulate the anterior lobe of the 
pituitary gland. 

In primary ovarian dysfunction progesterone may 
stop the bleeding by luteinizing a proliferative en- 
dometrium. Upon withdrawal of ovarian hormones, 
there is a spasm of the spiral arterioles with regres- 
sion and dehydration of the endometrium and subse- 
quent bleeding, which acts as a “medical curettage.” 
The equine gonadotropes (100 to 500 rat units daily ) 
given until bleeding stops may directly stimulate the 
ovary to produce ovulation. In theory, chorionic gonad- 
otropes may be administered in the second half of 
the cycle to produce luteinization of the follicle. As 
soon as ovulation takes place, regularity resumes.* As 
yet, however, the gonadotropes are not of practical 
value. 

Testosterone in doses of from 10 to 25 mg. twice a 
week has been used successfully to stop bleeding. This 
hormone acts in the same manner as progesterone, 
which may be given between periods. Although it is 
substitutional therapy, in some cases testosterone adds 
the needed substance for proper physiologic balance 
until normal development ensues. Progesterone be- 
gun ten days before the period usually prevents ex- 
cessive flow. 

Occasionally, because of prolonged and excessive 
flow, a curettement is necessary for immediate con- 
trol of the bleeding. Curettement is advocated only 
after careful analysis of the individual problem, plus 
an evaluation of the red blood cell count and hemo- 
globin. It is better to do repeated curettements than 
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to insert radium in cases of menorrhagia in the 
adolescent, for occasionally permanent amenorrhea 
results from radium therapy.® 


Amenorrhea—In the treatment of amenorrhea, the 
physician should keep in mind that because of a con- 
stitutional or inherent pattern, the menarche may not 
arrive until the age of 16 or 17 years. However, since 
the delay of the menarche may be a symptom of poor 
general health, disease, malnutrition, and congenital 
defects should be excluded. 

Clinically, one can assume that if amenorrhea fol- 
lows one or more menstrual periods, there are no 
anatomic or structural defects. On the other hand, if 
there has been no menarche, the tissues may not be 
normal. If cyclic premenstrual symptoms are noted, 
assuredly the disorder is primary ovarian dysfunction. 
In the absence of the molimina, it is more likely that 
the pituitary gland is at fault and ovarian dysfunc- 
tion is secondary.’ Premenstrual symptoms largely 
are due to a preponderance of the anterior pituitary 
hormone. 

When general measures fail, the physician is justi- 
fied in using small doses of estrogen and progesterone 
(Eticylol .02 to .05 mg. for twenty-one days and 
Lutocylol 50 mg. for four days) cyclically, together 
with sufficient thyroid extract to maintain a basal 
metabolic rate of +-5. In primary pituitary deficiency, 
the ovarian hormones prevent further endometrial 
atrophy, and there is some evidence that small doses 
of hormones with thyroid extract stimulate the pitui- 
tary gland. Hamblen has reported successful results 
with serum gonadotropins. If the amenorrhea due to 
primary pituitary dysfunction persists, low dosage ir- 
radiation (about one-sixth an erythema dose) as ad- 
vocated by Drips* may be given to the pituitary gland 
and the ovaries. The effect of roentgen therapy is 
temporary so that thyroid and estrogen preparations 
are continued simultaneously.14 

Metrorrhagia.—Metrorrhagia in the young girl 
usually is more responsive to general measures, plus 
progesterone or Lutocylol, which may be administered 
from a week to ten days before the period. Occasional- 
ly, it is necessary to remove the endometrium by curet- 
tage and continue basic therapy for several months. 


Fluoridation of Water Termed Safe 


In a statement in the December 1 Journal of the Amer- 
ican Medical Association, two Councils — Pharmacy and 
Chemistry and Foods and Nutrition—report that the fluori- 
dation of community water supplies to reduce the incidence 
of tooth decay among school children is safe. 

“The only difficulty so far revealed is a possible increase 
in mottling of the tooth enamel,” the statement reads. “It 
occurs only in a small percentage of children and is so slight 
as not to present a problem from the point of view of ap- 


SUMMARY 


The importance of early diagnosis and treatment of 
cases of menstrual disturbances in the adolescent girl 
cannot be overemphasized. The physician must be 
particularly cautious to allay fears and prevent per- 
manent psychosomatic stigmas. 


The presence of unusual pituitary, adrenal, and 
ovarian tumors, as well as any gross anatomic defects, 
must be eliminated at once. General hygienic and 
nutritional regimens, including a diet with sufficient 
vitamins, calcium, and iron, should be tried before 
endocrine therapy is instituted. 


Thyroid therapy should be tried before giving 
ovarian hormones or testosterone. Endocrine therapy 
in too large dosages for a sustained period may fur- 
ther depress the function of the pituitary gland. 


One-sixth an erythema dose of roentgen ray over 
the pituitary gland and ovaries has given good results 
in cases of amenorrhea but is to be condemned. in 
treating menorrhagia. Radiation and surgery give 
symptomatic relief, but the underlying endocrinop- 


athy persists and requires continued observation and 
treatment. 
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pearance or strength of the teeth. Evidence of toxicity other 
than the effect on enamel has not been reported in com- 
munities where the water supply has several times the con- 
centration of one part per million.” 


All too often our patients get the impression that they are 
of only secondary interest—that they are just another disease 
that has wandered into the office. This attitude does not win 
friends for us, and there will be many more times when we 
will probably need all the friends we can muster.—C. Edgar 
Virden, M. D., Medical Economics, Nov., 1951, p. 243. 
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MENSTRUAL DISORDERS 





ll. During the Childbearing Period 


F. A. SNIDOW, M.D., EI Paso, Texas 


Menstruation may be defined 
as periodic bleeding which occurs from destruction of 
the endometrium which has attained a secretory phase. 
A complete cycle of ovarian activity has been carried 
out and ovulation has occurred with the subsequent 
formation of a corpus luteum.’ This definition places 
menstruation as a phase in the reproductive process, 
one reason why any variation from the so-called nor- 
mal menstrual cycle is a matter of concern or anxiety 
to most women. The patient generally refers to any 
vaginal bleeding as menstruation, and often it is 
difficult even for the physician to distinguish between 
true menstruation and the various types of abnormal 


bleeding. 


The success of treatment depends greatly upon as 
accurate a diagnosis as possible. A careful history is 
essential and often difficult to obtain. A written rec- 
ord of all vaginal bleeding kept by the patient may 
materially change her original story and often is suf- 
ficient to indicate to the patient and the doctor that 
a questionable irregularity falls within normal limits. 
The axiom that the only thing regular about men- 
struation is irregularity should be kept in mind. An 
evaluation of the amount of blood lost is even more 


difficult unless the variations from normal are ex- 
treme. 


Frequent red blood cell counts and hemoglobin de- 
terminations provide the best guide as to whether or 
not a patient is bleeding excessively. The exact rela- 
tionship of any intermenstrual bleeding to the normal 
period should be ascertained. The proper evaluation 
of pain also is often difficult but important. 


Too often only a pelvic examination is made and 
sometimes even this is omitted. A complete physical 
examination is clearly indicated. The clue to the dis- 
order may be far removed from the genital organs. 
The majority of women are under the impression that 
the physician will not examine them while there is 
any vaginal bleeding. Because some doctors insist on 
waiting until bleeding stops before making an exam- 
ination, the patient sometimes pays dearly. No harm 
can result from a gentle examination with sterile 
glove and objective information which otherwise 
would be missed may be obtained. Postponing the 
diagnosis or start of treatment for an undue period is 
not necessary. Appropriate laboratory and radiologic 
studies should be made. A basal metabolic rate de- 
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termination is advisable if thyroid therapy is contem- 
plated. 


TYPES OF DISORDERS 


Dysmenorrhea to some degree occurs in about 50 
per cent of women. Some studies give even higher , 
figures. Women who actually are incapacitated and 
prevented from carrying on normal activities consti- 
tute a small percentage. The environment and train- 
ing of the adolescent girl plays an important part in 
her attitude toward menstruation. Even today most 
women have no true understanding of the physiology 
of the reproductive organs. A simple explanation of 
the purpose of menstruation and its relationship to 
ovulation often will do more than hormones or pain 
killers. Most of the common remedies are effective 
to some extent. 

Obvious anatomic defects should be corrected and 
everything possible done to increase the patient's gen- 
eral well-being. The simplest remedy should be used 
first. Habit-forming drugs should be avotded. Con- 
siderable success has been obtained by suppression of 
ovulation with estrogens.” The success or failure of 
any endocrine preparation depends upon the manner 
in which it is given. It is just as dangerous to give an 
estrogenic substance to a patient without keeping her 
under observation as to give insulin to a diabetic with- 
out observing the sugar metabolism. 


When used for dysmenorrhea and for most other 
purposes, estrogen always should be given in a cyclic 
manner and never continuously. Hamblen recom- 
mended 3.75 mg. of conjugated estrogen daily from 
the fifth through the twenty-fourth day of the men- 
strual cycle.2 Androgens may be used also for suppres- 
sion of ovulation, but masculinizing effects may be 
encountered unless the dosage is limited properly, 
and the female hormone seems to be preferred.* Rad- 
ical surgical procedures should be avoided except as 
a last resort. Excellent results have been reported after 
presacral neurectomy, and undoubtedly this operation 
is indicated in some carefully selected cases.5 The 
antihistamine drugs have been used considerably in 
recent years with some success. No mention has been 
made of the conventional classification of dysmenor- 
rhea because it hardly seems adequate in view of 
present concepts of the physiology of the reproduc- 
tive organs. Neither has there been an effort to men- 
tion all of the methods of treatment. 

The terms “menorrhagia” and “metrorrhagia” can 
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mean almost anything, and their use should be avoid- 
ed when a more descriptive term can be found. 


Delayed onset of the menstrual period is a frequent 
reason for consultation with the doctor. Often the 
patient requests a diagnosis when the period is only a 
few days late. Her concern is likely to be based upon 
either a fear of pregnancy or a desire for pregnancy. 
Either situation may create an anxiety which in turn 
may influence the onset of the menses. Women who 
have had previous miscarriages also are likely to be 
anxious over any delay. It is advisable to explain to 
the patient that no harm will come to her merely from 
being “late.” Nothing is to be gained by attempting 
to diagnose pregnancy before diagnosis is possible. 

In women whose pregnancies have been inter- 
rupted during the early months, it is important to 
establish a diagnosis as soon as possible since it is not 
wise to start treatment for habitual abortion before it 
is known that the patient is pregnant. If such treat- 
ment is started, the picture is likely to become more 
confused because of the possible delay in the onset of 
a normal period. Occasional delays in the cycle not 
due to pregnancy are of little clinical importance and 
treatment is not necessary unless to put the patient's 
mind at ease or unless the fertility aspect is involved. 


Oligomenorrhea is the term used to indicate a cycle 
which is abnormally long and fairly regular.* This 
does not preclude pregnancy unless there is absence 
of ovulation, which may be determined by basal tem- 
perature graphs and by endometrial biopsy. 


Primary amenorrhea is not often encountered, but 
patients who have no vaginal bleeding for months are 
numerous. Pituitary disorders with characteristic body 
changes may provide the underlying pathologic cause.* 
Treatment is not too satisfactory. Small doses of thy- 
roid extract usually are of some value. Good results 
are reported in some cases from small doses of irradia- 
tion to the pituitary gland and ovaries. The question 
of irradiation of the ovaries during the childbearing 
period is still open to discussion. Although the danger 
seems remote, as long as the procedure is question- 
able, it seems best to omit it. Gonadatropins may be 
used alone and in combination with anterior pitui- 
tary substance. Bleeding usually can be produced with 
estrogen and progesterone. When so many types of 
treatment can be mentioned, it is certain that none is 
very effective. 

Ovarian dysfunction, either primary or secondary, is 
another cause of amenorrhea. This classification in- 
cludes ovarian tumors such as arrhenoblastoma and 
dysgerminoma. Occasionally amenorrhea is due en- 
tirely to congenital or acquired defects in the uterus. 
Dysfunction of the thyroid gland or of the adrenal 
glands also may be the fundamental cause. 

Premature menopause as a diagnosis is made too 


often. In the majority of women the menopause oc- 
curs between the ages of 45 and 50. Since so many 
subjective symptoms may arise at this time, the diag- 
nosis “change of life” seems to have become a catch- 
all for the young woman who has obscure functional 
complaints and slight alteration of the menstrual 
cycle. While premature menopause does occur, it is 
rare compared to the number of times the diagnosis is 
made. Estrogens usually are prescribed and though 
they may apparently relieve some of the symptoms, 
the end result is likely to be harmful. 
Hypomenorrhea refers to scant but regular periods. 
Often no treatment is needed. A favorable response 
is likely to be obtained from substitution therapy 
using estrogen and progesterone in such a way as not 
to disturb the cycle. However, this form of treatment 


is likely to disturb ovulation during the month it is 
used. 


Polymenorrhea, menstrual periods occurring too 
close together, often indicates anovulatory bleeding, 
interfering with fertility. The cycle may be length- 
ened, but again ovulation might be further inhibited. 
In some patients anovulatory bleeding may be suf- 
ficiently abundant to cause the patient to refer to it 
as a menstrual period. In all of these situations it is 
obvious that an accurate written record of bleeding is 
important. 

Hypermenorrhea indicates a prolonged and exces- 
sive flow, one of the most troublesome menstrual ab- 
normalities requiring careful evaluation. Even though 
the blood count and hemoglobin may not indicate ex- 
cessive blood loss, it is nonetheless important to at- 
tempt to keep the length of the period within normal 
limits. If secondary anemia is present, it must be 
treated vigorously. A subserous fibroid nodule, uterine 
polyp, or cervical lesion may contribute. If a preg- 
nancy may have occurred prior to the onset of trouble, 
the treatment is obvious. Bleeding due to retained 
secundines may simulate almost any type of irregu- 
larity. There has been some tendency to treat cases 
of functional bleeding without a curettage. 

Carcinoma of the uterine fundus is considered a 
disease of the menopause or postmenopausal period. 
Nevertheless, it does occur earlier. I have seen 2 such 
cases in the past three years in women of 35 and 37 
years of age. Both patients had been treated for func- 
tional bleeding and neither had had curettage. Aside 
from the diagnostic aid, the curettage often gives 
temporary relief from functional bleeding. 

Carcinoma of the cervix is common during the 
childbearing age and early cervical lesions may bleed 
only with menstrual periods. Proper care of the cervix 
is always indicated. The condition referred to as “ir- 
regular shedding” is well established in the literature® 
and seems to account for many of the extremely pro- 


longed menstrual periods. Curettage is effective in 
some cases. 
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Ovarian dysfunction and endometrial hyperplasia 
cause the most irregular bleeding. After curettage, the 
most effective treatment seems to consist of properly 
timed estrogen—progesterone therapy. Some phys- 
icians report excellent results with the male hormone. 
Thyroid extract is of value when the metabolism is 
low. As previously mentioned, the normal blood count 
should be maintained if possible. Some cases of func- 
tional bleeding will necessitate hysterectomy. 


CONCLUSIONS 


Although it might seem that this discussion over- 
emphasizes the endocrine factors, such is not the in- 
tention. The endocrine preparations are widely used, 
often without a working diagnosis and without a plan 
of treatment. When used as indicated in this paper, 
their value cannot be doubted, but results are not 
uniform and abuses are many. A plea is made to avoid 
these abuses. 
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It is important to evaluate properly the problem at 
hand, to use the proper diagnostic aids, to avoid rad- 
ical procedures and methods of treatment, and—pos- 
sibly most important—to omit treatment of those 
conditions which do not require it. Careful reassur- 
ance of the patient is a great aid in treatment. 
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the Climacteric 
WILLARD R. COOKE,* M.D., Galveston, Texas 


. HERE is a widespread and irra- 
tional inclination to regard the menometrorrhagias 
and other disturbances of menstruation which com- 
monly precede the climacteric as a mysterious special 
group of dysfunctions caused by the final cessation of 
functional uterine bleeding, that is, the menopause. 
Stemming from this misconception is an increasing 
tendency to carelessly attribute all dysfunctional uter- 
ine bleeding in the late decades of a woman’s poten- 
tial reproductive life to the impending menopause, 
even at the age of 30 or younger. As a matter of fact, 
these dysfunctions are essentially identical with those 
which may occur at any other period of the person’s 
reproductive life, being especially frequent during 
adolescence, between the ages of 27 and 32, and after 
the age of 35. That such dysfunctions are not essential 
precursors of the climacteric is evidenced by the num- 
ber of women who present no dysfunctional types of 
bleeding up to the abrupt and final menopause and 
the progressive atrophic changes which constitute the 
only valid evidence of establishment of the climacteric. 





Read before the Section on Obstetrics and Gynecology, Texas Med- 
ical Association, Annual Session, Galveston, May 1, 1951. 

* Professor and Chairman, Department of Obstetrics and Gynecology, 
The University of Texas School of Medicine, Galveston. 






FEBRUARY 1952 


TYPES OF ABNORMAL BLEEDING 


Since such careless use of terms exists, a glossary 
becomes necessary at this point. 

Menstruation: Bleeding which occurs as the result 
of the disintegration of the endometrium in the ter- 
minal phase of the menstrual cycle. The phases of the 
menstrual cycle are (1) preparation of the endo- 
metrium by progressive estrogenic influence, (2) 
ovulation, (3) formation and functional activity of 
the corpus luteum, with progressive secretory and pre- 
gestational changes in the endometrium due to the 
action of progesterone, (4) nonfertilization of the 
ovum, (5) sudden and marked reduction in the out- 
put of both estrogen and progesterone, with resultant 
physical disintegration of the endometrium. 

Hypomenorrhea: Decreased amount and/or dura- 
tion of endometrial bleeding. 

Oligomenorrhea: Increased interval between the 
first day of one bleeding phase and the first day of 
the next phase. 

Amenorrhea: Absence of bleeding. 

Menorrhagia: Increased amount and/or duration of 
menstrual bleeding. 

Polymenorrhea: Decreased interval. 
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Irregular bleeding: Possibly true irregular menstrua- 
tion, due to variations in the ovulatory interval, or 
irregular anovulatory bleeding. 

Intermittent menstruation: Menstrual bleeding 
which starts and stops or recurs within two or three 
days after a normal or abnormal bleeding phase. 

Metrorrhagia: By common usage, any endometrial 
bleeding other than true menstrual bleeding. 

Interval bleeding: A type of metrorrhagia superim- 
posed upon the true menstrual cycle. 

_ Estrus syndrome: A type of interval bleeding more 

or less coincidental with ovulation, with or without 
mittelschmerz, corresponding to estrus (heat, rut) in 
the lower mammals. 

Anovulatory bleeding: A type of metrorrhagia 


which may be either regularly cyclic or acyclic (ir- 
regular interval). 


Climacteric: The period during which there is pro- 
gressive cessation of functional activity and perma- 
nent physical atrophy of the reproductive system 
proper. The term “menopause” denotes merely the 
final and permanent cessation of functional uterine 
bleeding, and is nothing more than a symptom of 
the essential climacteric. It is practically indistinguish- 
able from, but should not be confused with, func- 
tional temporary amenorrheas. 

Pseudoclimacteric: A temporary climacteric fol- 
lowed by a return to normality, which may occur at 
any age and may or may not be associated demon- 
strably with either wholly functional disturbances or 
functioning neoplasms of the pituitary hypophysis, 
the adrenal, or the ovary. “Lactation atrophy” is the 
commonest example. 

Functional normality of the reproductive system: 
The ability to produce offspring, regardless of any 
abnormality of the menstrual phenomenon. It must 
be remembered that a woman may revert to the for- 
tunate status of the lower mammals, ovulating and 
reproducing in a perfectly normal manner, tempor- 
arily or throughout her life, without the useless nuis- 
ance of menstrual bleeding. (Conversely, she may 
have a perfectly regular cyclic metrorrhagia without 
the production of a single ovum.) 


Bearing in mind the definitions previously given, 
how are we to consider rationally the abnormalities of 
uterine bleeding which occur so frequently in women 
older than 35? It is essential to determine as soon and 
as accurately as possible whether the disturbance is 
purely functional or the result of physical disease. The 
physician should remember that the pituitary gland 
is essentially a part of the reproductive system and 
the thyroid gland almost or quite as much so and that 
functional and neoplastic disease of the adrenal gland 


may be manifested primarily through the reproduc- 
tive apparatus proper. 


A far too common error lies in attributing the 
symptom of abnormal bleeding to some harmless 
physical lesion. If the patient has a retroversion, a 
small subserous fibromyoma, or a prolapsed ovary, 
this condition is pointed to as the cause of her trouble 
and an operation is performed, although this surgery 
will not relieve the symptoms in the least unless the 
uterus is removed. Another common error is to per- 
form a supravaginal hysterectomy, leaving an early or 
fairly well advanced cancer of the cervix or one ovary 
containing a small arrhenoblastoma, granulosa-cell 
tumor, or carcinoma simplex. 


The case of subaverage bleeding—oligomenorrhea, 
hypomenorrhea, amenorrhea—may be dismissed 
promptly, once it is determined that there is no an- 
drogen-producing neoplasm in the background. These 
conditions do the patient no harm except psycholog- 
ically, and it is unnecessary to give treatments which 
merely cause or increase the bleeding without con- 
tributing to the return to normal menstruation. The 
psychotherapy of these patients is of the greatest im- 
portance, since most women consider scanty, infre- 
quent, or absent bleeding a grave matter instead of a 
real blessing. The psychotherapy by assurance of the 
utter harmlessness of these conditions sometimes must 
be supplemented by the judicious and proper use of 
barbiturates. In the case of the woman who, despite her 
age, still hopes for pregnancy, no measures to increase 
bleeding ever should be employed, since the amount 
of estrogen required almost certainly would prevent 
ovulation. There is no evidence that such treatment 
increases the likelihood of a spontaneous return to 
normality, and there is some evidence that it may be 
delayed by the treatment. Spontaneous return to nor- 
mality certainly occurs as often and as promptly in 
the untreated group as in the treated group; the old 
fallacy of “post hoc, ergo propter hoc” is nowhere as 


rampant as in the hormonal therapy of reproductive 
endocrine failure. 


The cases of overaverage bleeding—polymenorrhea, 
menorrhagia, estrus bleeding, metrorrhagia—require 
careful evaluation and often adequate treatment. In 
the middle era, from 18 to 35. years, these conditions 
are amenable to hormonal therapy, and it rarely is 
necessary to resort to radical operative treatment or 
even to curettage. It must be remembered that curet- 
tage is merely a temporary hemostatic procedure and 
that subsequent adequate hormonal therapy is neces- 
sary in most cases. A “cure” which follows curettage 
alone represents only a coincidental spontaneous re- 
covery. Unfortunately, after the age of 35 these pa- 
tients become progressively more resistant to the 
simple hormonal therapy which is so effective earlier 
in life. Simple menorrhagia is important only in pro- 
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portion to the effect upon the patient of the loss of 
blood. Rarely does true menorrhagia result in acute 
reduction of blood volume, or in a shocklike status. 
Chronic anemia is far more common, but the phys- 
ician must remember that many other causes of 
anemia exist and even a considerable degree of 
menorrhagia may not contribute to the anemic status. 
The ability of the female hematopoietic system to 
compensate for the loss of blood via the endometrium 
is tremendous and in some cases incredible. 


Polymenorrhea, especially in intervals of less than 
twenty-three days, and more especially when acyclism 
(irregularity of interval) is present, is usually but not 
always anovulatory. It is important chiefly because of 
the associated sterility, being otherwise only a nuis- 
ance; but it is important to eliminate the possibility 
that the apparent polymenorrhea is really an inter- 
mittent metrorrhagia due to neoplastic disease in the 
cervix, the endometrium, or the ovary. 

Metrorrhagia always deserves careful study since it 
constitutes the earliest evidence of several types of 
neoplastic disease in which early diagnosis and treat- 
ment offer the only real hope of cure. 


CASE STUDY 


Case history is of the greatest importance. If it can 
be established that the increased bleeding is merely a 
prolongation or increase in the amount of menstrual 
bleeding or even intermittent menstruation without 
material change in the cyclic interval and without any 
trace of interval bleeding, there is little cause for 
serious concern. If interval bleeding occurs only at a 
constant time (three or four days’ variation) in the 
cycle, it is probably estrus bleeding, a fact which can 
be confirmed by basal temperature studies over a 
period of two or three cycles. On the other hand, if 
there is acyclic interval bleeding, consisting perhaps 
only of a brown discharge, the case must be consid- 
ered potentially serious and an early attempt made to 
establish an exact diagnosis. 

The initial physical study consists of an ordinary 
pelvic examination, made while the patient is bleed- 
ing if possible, to enable determination of the source 
of bleeding immediately. It is usually best to make 
the speculum examination first, without a lubricant 
if a cytologic (Papanicolaou) study is contemplated. 
The character of the vaginal fluid is noted and a fresh 
wet smear from this fluid made immediately. The 
vaginal fluid is then mopped away with cotton as 
completely as possible. If there is any visible lesion of 
the cervix, it must be studied carefully. In the event of 
any doubt as to the character of the lesion, biopsy 
must be done. The more a physician deals with cancer 
of the cervix, the more likely he is to use biopsy. 


In biopsy, a block of mucosa and stroma must be 
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removed with as little crushing as possible. The cautery 
or high frequency cutting instruments never should 
be used in taking the specimen, although high fre- 
quency coagulation is the most effective means of 
controlling the resultant bleeding. Removal of an 
adequate amount of subjacent stroma is essential, as 
it is only by examination of the mucostromal junction 
that the early stages of invasive cancer can be diag- 
nosed. The pathologist should make as many blocks 
as possible, cutting at right angles to the mucosal sur- 
face. If this is not done, the block must at least be 
turned over and section made from both sides of the 
block. In a recent case, three slides from one block 
were negative, a fourth showed intra-epithelial can- 
cer, and the fifth showed early invasion of the stroma. 

If the cervix appears normal and blood issues from 
the cervical canal, it is important to determine wheth- 
er the blood is coming from the endocervix or from 
the endometrium. This usually can be done by making 
a small hard ball of cotton on an applicator and 
plugging the internal os tightly with it. If there is 
no bleeding while this ball-valve is in place, the 
bleeding is probably from the endometrium. If the 
bleeding is from below the internal os, a diagnostic 
curettage of the cervical canal can be done with a 
small sharp curette in the office. Carcinoma of the 
cervical canal is comparatively rare but must never be 
forgotten. If the bleeding is from above the internal 
Os, a Curettage under anesthesia becomes necessary to 
obtain every possible scrap of endometrium. An in- 
complete curettage, especially one done with a few 
strokes of a suction curette, is apt to miss an early 
carcinoma, and a false negative report is dangerous. 
The value of diagnostic curettage is increased greatly 
if the scrapings are collected directly into a pool of 
sodium citrate solution in the vagina and are washed 
in fresh sodium citrate immediately after removal 
from the vagina. This eliminates clotting and increases 
the chance of discovering an early carcinoma. 

If there is no lesion of the visible cervix, and no 
clue as to the site of bleeding, a cytologic (Papani- 
colaou) study is indicated. A good, even smear must 
be made and an exact technique of staining must be 
carried out. The ability to make a competent report 
requires experience and apparently a special innate 
ability. To quote the cytologist in our department, 
Mrs. Rose Blackman, “the value of a negative smear is 
nil.” On the other hand, the value of a positive report 
from a truly competent cancer-smear cytologist is 
great and calls for constant study until the source of 
the cancer cells is located. 

Careful thorough bimanual examination becomes 
necessary after the procedures previously outlined 
have been carried out. A clear mental picture of the 
total gross pathologic state is essential. Two common 
errors in this connection are (1) to conclude hur- 
riedly that some innocuous condition such as a sub- 
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serous fibromyoma or a retention cyst of the ovary is 
necessarily responsible for the patient's symptoms 
and requires operation in cases of purely functional 
disturbance and (2) to overlook early malignant dis- 
ease because of some obvious pathologic finding, 
significant or insignificant. The number of cases in 
which early cervical carcinoma is overlooked and left 
behind in the course of a supravaginal hysterectomy 
for small innocuous fibromyomas is appalling. It is 
not appropriate here to discuss the further conduct of 


the case once neoplastic disease has been diagnosed 
and located. 


If diagnostic curettage establishes a marked hyper- 
plasia of the endometrium, repeated checks on the 
ovaries for possible granulosa-cell tumor are indi- 
cated, especially when the symptom of menometro- 
rrhagia persists or recurs. The vast majority of pre- 
climacteric cases of endometrial hyperplasia are pure- 
ly functional, but the reverse is likely to be true after 
the climacteric has been fully established. A woman 
of 70 may show a high estrogenic influence in the 
form of a totally squamous vaginal cystologic picture, 
but the woman whose fresh smear has shown a pre- 
ponderance of basal vaginal cells and then suddenly 
shows a preponderance of the squamous type should 
be studied carefully for estrogenic tumor of the ovary. 


TREATMENT 


Harmless estrogen-producing follicle cysts are ex- 
tremely rare in the postclimacteric woman but dis- 
covery of an enlarged ovary calls for prompt opera- 
tion. While most cases of irritating and bloody dis- 
charge in the postclimacteric woman are the result of 
atrophy and secondary excoriation, carcinoma always 
must be suspected and eliminated immediately as a 
possibility. If the total study indicates that the bleed- 
ing is of functional origin in the preclimacteric pa- 
tient, a troublesome problem arises. The simple treat- 
ment with thyroid and oxytocics, which is so effective 
in the younger woman, ordinarily becomes less and 
less effective with each year of life after 35. On the 
other hand, the problem is simplified by the ability 
to use more radical treatment in the case of the 
sterile woman or one desiring no more children, in 
whom the final cessation of ovarian activity is a mat- 
ter of only a few more years. 


In the cases of minor severity, testosterone can be 
used much more confidently than in younger women, 
especially adolescents. Nevertheless, caution should 
always be exercised in detecting the earliest evidences 
of defeminization or masculinization (which are not 
always definitely sequential). A maximum of 350 
mg. of testosterone per month is a reasonably safe 
dosage with immediate discontinuance upon the ear- 


liest evidence of the shift of secondary sexual char- 
acteristics. 


In the severe, the resistant, or the repeatedly recur- 
rent cases, hormonal therapy should be abandoned 
and the choice made between operation and radia- 
tion. Radiation has the advantages of no real risk, of 
minimal cost and loss of time, and of little discomfort. 
It has the disadvantage of leaving a functionless organ 
with a high potential for malignancy. The best form 
of radiation is intracavitary radium, since it affords 
the opportunity for diagnostic curettage at the same 
sitting, is more dependable in its results, and elim- 
inates the necessity for the long-drawn-out repeated 
treatments of roentgen radiation. The most commonly 
used dosage is 1,800 mg. hours. Even this dosage fails 
to provide permanent castration in a few cases. 


Operation involves some risk, a great deal of dis- 
comfort, and a considerable economic loss through 
disability, but has the advantages of certainty of cure 
and complete protection from uterine carcinoma. 
Every hysterectomy should be total unless contrain- 
dicated by increased risk from complicating condi- 
tions or by the relative incompetence of the operator. 
The question of the removal of the ovaries imme- 
diately arises. The consensus is that in this age group 
the ovaries soon will cease to function, that future 
development of cancer of the ovary is a possibility, 
and that operative castration is no worse than castra- 
tion by radiation. There is every reason to advise re- 
moval of the ovaries when the uterus is removed in 
this age group, and no real reason exists for their re- 
tention. 

In the postclimacteric case, the problem is simpli- 
fied, since the diagnostic difficulties imposed by men- 
strual bleeding are eliminated. The commonest source 
of trouble lies in bleeding brought about through the 
irrational use of estrogenic therapy. In the post- 
climacteric woman this treatment brings about bleed- 
ing because of an artificial hyperemia and hyperplasia 
of the endometrium, sometimes with myometrial hy- 
perplasia with enlargement of the uterus—in other 
words, the perfect simulation of endometrial carci- 
noma, requiring unnecessary diagnostic curettage. A 
negative report of the histologic status of the endo- 
metrium is not a positive assurance of the absence of 
cancer, and the case must be followed carefully. If 
the case clinically is one of endometrial carcinoma in 


the absence of estrogenic therapy, it is best to treat it 
as. such. 


A report of hyperplasia raises the question of pos- 
sible estrogenic tumor of the ovary; it should be 
borne in mind that a highly functional tumor may be 
present but so small as to escape detection by palpa- 
tion. These cases also demand a prolonged follow-up 
study. Fortunately, the dissemination of most endo- 
metrial carcinoma is slow, and the encapsulation of 
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most estrogenic tumors of the ovary is sufficient to 
delay perforation or rupture. Therefore, it is logical 
and reasonably safe to discontinue the estrogenic cher- 
apy for a month or two and to recommence the study 
of the case at this point. In a case of postclimacteric 
bleeding, if there is enlargement of the ovary (since 
the postclimacteric ovary should be very small), 
operation should be resorted to promptly. The possi- 
bility of a self-limiting, harmless follicular cyst in this 
age group is too remote to deserve consideration, a 
different situation from that of the earlier age groups 
in which probably every woman has one or more fol- 
licular cysts. 


The majority of cases of minor postclimacteric 
bleeding are due to atrophic endometrovaginitis with 
bleeding excoriations of the fragile and nonresistant 
mucous membranes of either the uterus or the vagina. 
A fresh wet smear showing no squamous cells estab- 
lishes this status, but the patient must be observed 
until the possibility of a co-existent carcinoma is 
eliminated. The treatment for these patients is 1 mg. 
of synthetic estrogen by mouth daily for a month or 
until a high percentage of squamous cells in the fresh 
wet smear is established; then a daily douche of vine- 
gar (1 teacupful to 1 quart of water) for from one to 
three months. This maintenance of a low vaginal 
hydrogen ion concentration preserves the normal char- 
acter of the epithelium and may be repeated with re- 
currence of serous or irritating discharge. Recurrence 


Rehabilitation of Drug Addicts 


A three-point plan for the rehabilitation of youths who are 
narcotic addicts is presented in an article by Dr. Leonidas H. 
Berry, Chicago, in the November 17 issue of The Journal of 
the American Medical Association. 

Medical prevention is the first point of the plan. Physical 
examinations, psychiatric screening, vocational or occupa- 
tional counseling and other types of treatment are offered 
under the proposed plan to youths who have not become too 
greatly addicted. 

The second point is establishment of medical counseling 
clinics which would be attached to existing out-patient de 
partments of hospitals. 

Dr. Berry advocates a medical follow-up program as the 
third part of the rehabilitation plan. Upon discharge from 
hospitals or penal institutions, addicts would be persuaded 
to attend a counseling clinic to receive specific treatment 
toward breaking the drug habit completely. 


Tuberculosis control demands attention to numerous and 
varied emotional factors. There is the fear of diagnosis which 
prevents some from participating in mass x-ray campaigns. 
There is the psychological trauma connected with a diag- 
nosis of tuberculosis. There are the problems involved in 
adjustment to the illness and the treatment regime. Finally, 
there is the problem of readjustment to normal social and 
occupational activity—Robert H. Felix, M. D., Tr. 1950 
Conf. Pub. Health A., N.Y.C. 
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of bleeding, however, calls for a complete reconsidera- 
tion of the case. 

The effect of “shots” of large amounts of estrogen 
for the relief of the so-called menopausal symptoms 
is illogical and effective chiefly through its psycho- 
therapeutic effect. A daily dosage by mouth main- 
tains a far better estrogenic level. For this purpose no 
more than 0.1 mg. daily is required or justified and 
is effective in relieving the vasomotor phenomena 
(hot flushes). Estrogenic therapy should never be 
continued for more than a year after the final cessa- 
tion of menstruation. 


SUMMARY 


Menstrual dysfunctions preceding the climacteric 
are essentially identical with those which may occur 
at any other period of the woman’s reproductive life. 
Because terms concerning the menstrual disorders are 
so commonly misused, a glossary of terms is given. 

The relationships of abnormal uterine bleeding to 
the hormone-producing glands, especially the pitui- 
tary, thyroid, and adrenal glands, are considered. That 
disease should not be attributed to some harmless 
lesion of the reproductive system, thus allowing the 
diagnosis of cancer to be missed, is stressed. 

The causes of subaverage and overaverage bleed- 
ing most common in the menopause must be evaluat- 
ed and treated correctly, including psychotherapy. 
Proper methods for case histories; physical examina- 
tions; laboratory work; and treatment, including hor- 
monal therapy, operation, and radiation therapy, are 
given. 





SECOND NATIONAL CANCER CONFERENCE 


The Second National Cancer Conference will be held 
March 3-5 in Cincinnati, sponsored by the American Cancer 
Society, the National Cancer Institute, and the American 
Association for Cancer Research. 

Panels on clinical cancer and cancer research are planned. 
Among the speakers will be Dr. David A. Todd, San An- 
tonio, and Charles Pomerat, Ph. D., Galveston, who will 
Participate in the panel on breast cancer; and Dr. Herbert 
Allen, Houston, on the isotopes panel. C. P. Oliver, Ph. D., 
professor of zoology, the University of Texas, Austin, will 
participate in the genetics panel. 


CARE OF DIABETIC PATIENTS IN CIVIL DEFENSE PROGRAM 


The necessity for providing for the welfare of the one 
million known and an estimated one million unknown dia- 
betic patients in the country in the national civil defense 
program was emphasized in the December 1 issue of The 
Journal of the American Medical Association. 

The report made by the Committee on Emergency Medical 
Care of the American Diabetes Association states that in the 
event of major catastrophe, diabetic patients would depend 
upon a continued supply of insulin to protect them from 
acidosis, coma, and certain death. In addition, their ability 
in using hypodermic medication makes their assistance in 
caring for other diabetic persons and as auxiliary nursing 
aids valuable. The report also advocates instruction of the 
public in the care of diabetic patients in cases of disaster. 


OBSTETRIC COMPLICATIONS 


|. Bleeding During the Last Trimester of Pregnancy 
WILLIAM F. MENGERT, M.D., Dallas, 


Proruse bleeding during the third 
trimester of gestation generally is a sign of placental 
separation. The normally implanted placenta may de- 
tach as a result of some vascular accident, or a placenta 
implanted in the region of the internal cervical os 
may be left behind as the uterus pulls away from it 


during the course of formation of the lower uterine 
segment. 


There are, of course, other causes of bleeding dur- 
ing the last trimester of pregnancy. Generally, these 
result from cervical polyps, erosions, severe vaginitis, 
vulval or vaginal injury, and rarely from malignant 
tumors. Since the quantity and importance of these 
bleedings is minor, except in the case of malignancy, 
and since the diagnosis of these conditions is gener- 
ally apparent upon insertion of a vaginal speculum, 
no further attention will be accorded them in this 
paper. 

There are those, and unfortunately their number is 
not small, who would immediately remove to the 
operating room in preparation for cesarean section 
every woman who bleeds with moderate profusion 
near the end of gestation. Such physicians pay little 
attention to the quantity of the bleeding except to 
satisfy themselves that it is more than a “cupful” and 
concern themselves hardly at all as to whether or not 
the flow is increasing or decreasing. It matters not if 
uterine contractions are taking place or if the cervix 
is effaced and partially dilated. The treatment is the 
same for the tenth pregnancy as for the first. That a 
young woman starting on a career of maternity be- 
comes an “obstetric cripple” when she is delivered 
abdominally for an incidental occurrence also is un- 
important to them. These physicians were taught that 
bleeding of serious proportions during the third tri- 
mester of pregnancy indicates cesarean section and 
therefore proceed to cut upon the vaginal appearance 


of blood. 


I believe that there is more than one method of 
handling bleeding emergencies and that perhaps all 
cases cannot be grouped into the same treatment 


category. I believe that diagnosis should precede treat- 
ment. 


Read before the Section on Obstetrics and Gynecology, Texas Med- 
ical Association, Annual Session, Galveston, May 2, 1951. 
From the Departments of Obstetrics and Gynecology of Parkland 


Hospital and of the Southwestern Medical School of the University 
of Texas. 


Texas 


DIFFERENTIAL DIAGNOSIS 


There are many methods of arriving at a differen- 
tial diagnosis between premature separation of the 
normally implanted placenta or placental abruption 
or ablation and the separation occurring with a pla- 
centa abnormally implanted near the internal cervical 
os. One of these is nearly infallible, namely, cervical 
inspection and palpation. Here is no place for rough 
examination, but it is possible to insert a sterile 
speculum, look at the os, and gently touch it with 
sterile precautions. Since examination may sometimes 
precipitate bleeding, it should not be done unless the 
physician is prepared to face the possibility of im- 
minent birth. In other words, when the baby ob- 
viously is too small to survive independently, and if 
the bleeding is under control, wisdom may dictate 
putting the patient to bed and doing nothing. 


The usual classical signs of abruption may or may 
not be present, but if so, they aid in differentiation 
from previa. For example, previa is seldom attended 
with pain, whereas there are two types of pain in 
abruption. The first is associated with development 
of hematoma, and the second is inconstant in ap- 
pearance but results from uterine contraction. If the 
placenta is on the anterior wall of the uterus, the pa- 
tient invariably will localize the tender area to a spot 
no bigger than a 50 cent piece. With previa there is 
no pain because there is no vascular accident, no 
hematoma, no uterine contraction, and there is easy 
escape of blood. 


There are several roentgen methods of diagnosis of 
previa, and thus of differentiation. The two most 
commonly used are the cystographic method of Ude, 
Weum, and Urner and direct visualization as advo- 
cated by Dippel. Less common is arteriography with 
introduction of a roentgen contrast medium into the 
aorta under a pressure which must exceed that of the 
arterial blood. Roentgenograms made immediately 
will show the accumulation of the dye in the maternal 
blood sinuses underlying the placenta. Although this 
method has found favor in some quarters, it seems 
overwhelming and dangerous for the purposes it is 
supposed to serve. 

Distortions of the relationships of the craniovesical 
space, as described originally by Ude, Weum, and 
Urner, often will give an accurate impression as to 
whether or not there is a low-lying placenta. The ac- 
curacy of diagnosis improves with experience but the 
method is applicable only to cephalic presentation. 
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Lateral roentgenograms of the abdomen frequently 
will indicate the position of the placenta because of 
concentration of fetal blood in placental vessels. Al- 
though the evidence is indirect, visualization of a 
placenta in the upper portion of the uterus suggests 
there is no placenta previa. 

Finally, palpation of the abdomen frequently may 
yield worth-while evidence. If the head of the fetus 
cannot be forced into the pelvis, one must always be 
suspicious that descent is prevented by a space occupy- 
ing mass. On the other hand, if the uterus is tense and 
the head is well down into the midpelvis, there is 
every reason to believe that placenta previa is not a 
feature of this particular patient. 

The diagnosis of placental abruption is made large- 
ly by exclusion. When careful inspection of the vagina 
and the external portion of the cervix reveals no 
bleeding point, when cervical palpation reveals no 
placenta, and when the patient is bleeding and ex- 
periencing pain, she must be considered to have pla- 
cental abruption. 

On our service at Parkland Hospital placental 
abruption occurred 7 times more frequently than pla- 
centa previa. There were 272 abruptions, as con- 
trasted with 36 previas during the past four years 
(1947 to 1950). Therefore, from a statistical stand- 
point, there is at least a 7 to 1 chance at Parkland 
Hospital that any woman bleeding during the last 


trimester of pregnancy will have placental abruption 
rather than previa. 


PLACENTAL ABRUPTION 


Among 8,133 births during the last four years at 
Parkland Hospital, there were 272 placental abrup- 
tions. This represents an incidence of 3.35 per cent, 
or 1 placental abruption for every 30 births. This per- 
centage is higher than generally given, but many re- 
porting such incidences may not include the minor 
placental abruptions. Of these 272 abruptions, 200 


TABLE 1.—Placental Abruption: Degree of Hemorrhage. 


Patients with —————— Hemorrhage —————,,_ Unclas- 








Abruption <500cc. >500cc. Plus Shock sified 
Sours ....... Be 129 36 5 40 
Mild .. ns 72 51 0 0 21 
Total 272 180 36 5 61 


were classified as severe and 72 as mild. Actually, 
table 1 suggests that probably not more than 40 or 
50 of the entire group could be ‘considered severe, 
since 180 patients lost less than 500 cc. of blood. 


Pathology and Symptoms 


The symptoms of which the patient will complain 
depend entirely upon the specific train of pathologic 
events. The fetal circulation is temporary, lasting for 
slightly less than nine calendar months. Also, the sur- 
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rounding maternal circulation which supports it is 
temporary and represents a tremendous response to 
demand. Like all temporary structures, they are sel- 
dom as sturdy as more permanent ‘ones. In conse- 
quence, vascular accidents are relatively common. 
When a vessel ruptures in either the fetal or ma- 
ternal circulation, a portion of placenta will be dis- 
rupted from its attachment to the uterus. The size 
or area disrupted will depend to a great extent upon 
the size of the vessel giving way and upon the firm- 
ness of attachment of placenta to uterus. There is no 
published measurement of the amount of placenta 
necessary to sustain fetal life. Generally speaking, it 
is common belief that if a child near term dies in 
utero immediately as a result of placental accident, at 
least half of the placenta was disrupted. 

The hemorrhage resulting from rupture of a ma- 
ternal or fetal vessel will remain either as a retro- 
placental hematoma or dissect its way between mem- 
branes and uterus and appear vaginally. Obviously, 
the greater the distance of the scene of the accident 
from the external cervical os, the more difficult it 
becomes for external bleeding to be manifested. Also, 
it is presumed that blood will dissect between mem- 
brane and uterus more readily than it will between 
placenta and uterus. In other words, if the accident 
occurs on the placenta edge nearest the os, there is 
likely to be external manifestation. If the blood can- 
not find a ready exit but remains as a retroplacental 
hematoma, this lump inevitably acts as an irritant, 
favoring uterine contractions. This probability is well 
known from the clinical standpoint; patients com- 
monly go into labor a few days after accidental abrup- 
tion. As mentioned before, accidental hemorrhage 
gives rise to two types of pain, that associated imme- 
diately with the hematoma and the uterine contrac- 
tions engendered by the hematoma. 


Treatment 


Cesarean section was performed only once in the 
Parkland Hospital series (table 2)—by a visiting 
staff member on a private patient. I hold no objection 
to performance of cesarean section for premature sep- 
aration of the normally implanted placenta when the 
situation demands it. I do claim, however, that the 
situation seldom demands it. 


TABLE 2.—Placental Abruption: Treatment. 


— Treatment—— 
Patients Forceps 








Breech Scalp 
with De- De- Trac- Cesarean 
Abruption livery PARM* livery Version tion Section 
Severe 200 29 33 26 4 1 1t 
Mild 72 9 4 5 1 0 0 
Toral 272+ 38 37 31 5 1 1 





*Premature artificial rupture of the membranes. 
+Of these, 159 experienced spontaneous labor. 
{Private patient of a visiting staff member. 


Two questions should be asked whenever a diag- 
nosis of placental abruption has been made: (1) Is 
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the bleeding of sufficient quantity so that for the 
sake of hemostasis it is necessary to terminate the 
pregnancy? (2) If so, what is the condition of the 
cervix? If the answer to the first question is “yes” 
and the cervix is long and narrow, it is obvious that 
cesarean section is the only rational treatment irre- 
spective of the life or death of the baby. However, in 
our series of 271 ward patients, we did not believe at 
any time that cesarean section was necessary. Most 
often simple rupture of the bag of waters, thereby 
forcing the woman into labor, will be sufficiently 
good treatment for placental abruption. Small doses 
of Pituitrin may be given to the woman in the event 
that membrane rupture does not precipitate labor. 


TABLE 3.—Placental Abruption: Mortality. 


Patients — 

with ———— Fetal, 

Abruption Maternal Total Corrected * 

Severe ves 200 16 60 29 

Mild T2 1t 11 4 

Total : 272 ie! ta 71 31 
“Infant weighed 1,500 Gm. or more. 7 

+This patient died 7 days after spontaneous delivery with septi- 

cemia following traumatic cellulitis of the arms. Contributory cause 

of death was myelogenous leukemia. . 


—————_ Mortality ——__———_,, 


That this type of treatment is adequate is attested 
to by table 3. The only maternal death in the series 
was caused by infection occurring in a woman with 
myelogenous leukemia. Since her death occurred one 
week after delivery and since the placental abruption 
was minimal, it is difficult to connect the events 
causally. Seventy-one infants died, but 40 of them 
weighed just at 1,500 Gm. and could scarcely be con- 


sidered potentially viable. The corrected fetal mor- 
tality rate is 11.4 per cent. 


PLACENTA PREVIA 


There were 36 placenta previas among the 8,133 
deliveries of the last four years at Parkland Hospital, 
an incidence of 0.44 per cent or 1 previa in 226 
births. The distribution of severity of the previas 
agrees with most reported series, namely, more than 
half of them were marginal. There were only 3 cen- 


tral placental previas in the group. Table 4 shows 
the severity of hemorrhage. 


TABLE 4.—Placenta Previa: Degree of Hemorrhage. 
Less than 1,500 cc. 
1,500 cc. or more . 
Hemorrhage and shock 
Not listed 


Total 


Treatment 


Table 5 shows the method of treatment employed 
at Parkland Hospital for placenta previa. It should 
be emphasized that in a city-county hospital dealing 


with an indigent population, there is little place for 
the expectant treatment of placenta previa. The pa- 
tients often fail to return when asked and frequently 
do not follow directions. Moreover, conditions are so 
crowded that generally it is not possible to keep an 


antepartum patient for weeks to await potential 
viability of the child. 


TABLE 5.—Placenta Previa: Treatment. 


Premature artificial rupture of membranes 
Scalp traction 

Forceps delivery 

Version 

Breech delivery 

Cesarean section 

Spontaneous labor 


LAW RUUD 


As pointed out elsewhere, cesarean section is de- 
sirable for the sake of the fetus in the treatment of 
placenta previa, especially in the severe variety. In 
central placenta previa the fetus faces a triple hazard: 
(1) it is usually immature, (2) vaginal delivery will 
jeopardize a great deal of the placental circulation, 
and (3) the methods employed must of necessity be 
so severe as to add further jeopardy. In consequence, 
when the finger palpating through the partially opened 
cervix is covered entirely with placental tissue, I de- 
sist and perform a cesarean section provided the in- 
fant is alive. On the other hand, if it is possible for 
the finger to by-pass the edge of the placenta, the 
membranes are ruptured and labor is instituted. If 
the unaided force of uterine contractions is insuffi- 
cient to provide hemostasis, scalp traction generally 
is added. Pituitrin stimulation to institute labor is 
inadvisable because of the danger of cervical rupture 
through the huge maternal sinuses. 


TABLE 6.—Placenta Previa: Mortality. 
Patients with placenta previa 
Maternal deaths 
Fetal deaths 





That these measures are reasonable is shown in 
table 6. There was no maternal death in the Park- 
land Hospital series. Seventeen of the 36 infants suc- 
cumbed, but 12 of these weighed in the neighborhood 
of 1,500 Gm. and could hardly be considered poten- 
tially viable. Undoubtedly, if we were able to tem- 
porize and keep some of these patients for their babies 
to reach a size compatible with potential viability, the 
fetal salvage rate would be improved. Dr. Herman 
Johnson is rightly an advocate of the expectant treat- 
ment of placenta previa. However, this type of treat- 
ment is not expedient among an indigent clientele. 


TRANSFUSION 


I have said little about transfusion. Replacement of 
blood lost is mandatory. Without it, patients die. 
With it, they survive. On the Obstetric and Gyne- 
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cologic Service at Parkland Hospital, we give nearly 
six blood transfusions every day of the year. 


SUMMARY 


During the past four years on a busy obstetric serv- 
ice dealing almost exclusively with an indigent clien- 
tele, 272 placental abruptions and 36 placenta previas 
have been handled with but 1 maternal death. This 
death resulted from infection one week after delivery 
of a woman with myelogenous leukemia. Among this 
series of patients, only 4 cesarean sections were per- 
formed, 3 for central placenta previa. 


The automatic use of abdominal delivery as the uni- 
versal solution for third trimester hemorrhage is de- 
plored. In certain instances this method of treatment 
is desirable. On the other hand, this presentation of 
patients from Parkland Hospital demonstrates that 
cesarean section is seldom necessary for the treatment 
of either placental abruption or placenta previa. 


ABSTRACT OF DISCUSSION 


Dr. TRUMAN N. Morris, Austin: I was particularly im- 
pressed by the high incidence of abruptio placentae in Dr. 
Mengert'’s clinic. He indicated that this complication occurred 
in approximately 1 out of every 30 deliveries. In the litera- 
ture the incidence ranges from 1 in 35 to 1 in 250. This 


variation obviously is dependent upon the diagnostic cri- 


teria used and the alertness of any group to recognize the 
symptoms. The diagnosis of abruptio placentae may not al- 
ways be clear-cut because of the extreme variation in degrees 
of involvement and consequent variations in symptoms and 
signs. Dr. Mengert’s group is to be commended for its diag- 
nostic alertness. 

As mentioned by the essayist, bleeding may be external 
or it may be concealed. The symptoms of pain and shock 
frequently are more marked when the bleeding is concealed 
than when it is apparent. Likewise, maternal mortality on 
the whole is higher in the concealed than in the external 
type of bleeding. Some clinics in analyzing this symptom 
report the maternal mortality nine or ten times higher in 
those cases in which there is no apparent bleeding. 

Although it is common knowledge that toxemia frequently 
is associated with abruption, this additional complication is 


Mississippi Valley 1952 Essay Contest 

The Mississippi Valley Medical Society in 1952 will offer 
a cash prize of $200, a gold medal, and a certificate of award 
for the best unpublished essay on any subject of medical in- 
terest (including medical economics and education) and 
practical value to the general practitioner. Certificates for 
second and third best papers also will be granted. Rules of 
the contest and other information may be obtained by writ- 
ing Dr. Harold Swanberg, Secretary, 209-224 W.C.U. Build- 
ing, Quincy, Ill. Manuscripts are due May 1, 1952. 


Busy or not, the doctor has got to be ready to answer his 
patients’ questions about health insurance. More than that, 
he must prompt such questions. For if the specter of com- 
pulsory health insurance is to be banished from the Amer- 
ican scene, the private physician must do part of the job by 
making prospects for the purchase of voluntary health in- 
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worthy of emphasis since it may affect the management of 
the case. Dieckmann found hypertension in 30 per cent of 
his cases of abruption and some have reported even a higher 
incidence. 

In the management of both abruptio placentae and pla- 
centa previa I think the essayist and his co-workers deserve 
congratulations for the excellent results obtained by manag- 
ing nearly all of their cases vaginally. 

Dr. Mengert’s stand in deploring the promiscuous and in- 
judicious cesarean section and in advocating that patients be 
delivered from below is well taken. There can be no ques- 
tion that far too many patients are subjected to unnecessary 
abdominal surgery. It is my belief, however, that some pa- 
tients in whom the cervix is found to be uneffaced and 
closed and who are either in early labor or not in labor at 
all should be delivered abdominally. I think that by taking 
a middle stand with reference to cesarean sections babies 
that might otherwise be lost occasionally will be saved. 

It is my policy to hospitalize for observation and diagnosis 
all patients who have more than a show of blood in the Jast 
trimester of pregnancy. Before an examination is made at 
least two and preferably three compatible blood donors are 
on hand for use if needed. Too much emphasis cannot be 
given to preparedness, for it is my feeling that more patients 
will be saved by the adequate replacement of blood than by 
the particular type of management. 

In the placenta previa group Dr. Mengert’s figures again 
speak for themselves. As was pointed out, had he and his 
associates been dealing with a class of patients with whom 
they could temporize by following an expectant plan, they 
undoubtedly would have been able to carry a number of pre- 
viable infants well into the viable state and thereby im- 
prove the fetal salvage even more. 

Here again I would be more liberal in the indications for 
cesarean section. It is my opinion that not only should all 
patients with central previa be delivered from above but also 
that many of those with partial previa might do better in 
my hands when managed in a similar manner. I believe as 
does Dr. Mengert that diagnosis should precede treatment, 
keeping in mind that only the most cautious digital examina- 
tion should be made and this only after being fully ready to 
meet any emergency. 

In the management of both abruptio placentae and pla- 
centa previa individualization should be the keynote in all 
cases. To be taken into consideration are many factors such 
as the general condition of the patient, whether she is in 
labor or not, the severity of the bleeding, the presence or 
absence of shock, the condition of the cervix, the type of 
previa, the condition of the baby, the period of gestation, and 
finally in an occasional case the social value of the baby. 


surance out of his own patients.—Justus J. Schifferes, Ph. D., 
Medical Economics, Nov., 1951, p. 179. 


Prizes for Acute Leukemia Research 


For the most important paper on acute leukemia, a prize 
of $1,000 will be given by the Robert Roesler de Villiers 
Foundation. If the paper is judged of outstanding importance, 
the jury of four physicians may suggest that the prize be 
increased in proportion to its practical value to a maximum 
of $1,500, and should it describe a cure or effective therapy, 
to a maximum of $5,000. 

Papers to be considered shall have been either published 
or accepted for publication by a reputable journal in or out- 
side the United States between January 1, 1951, and October 
20, 1952. Other details of the contest may be secured from 
Rudolph Roesler de Villiers, Secretary and Treasurer, 417 
Park Avenue, New York 22. 





OBSTETRIC COMPLICATIONS 


Hypertensive toxemia of late 
pregnancy is a broad subject, and this presentation 
will be confined, in the main, to treatment of the 
condition. Naturally, treatment must depend on the 
etiologic factors concerned. Unfortunately, in toxemia 
many of these factors are still unknown, but those 
factors which are fairly susceptible of proof can be 
used in formulating a rational treatment. 


ETIOLOGIC FACTORS 


The etiologic factor often failing of recognition 
but of the greatest importance is that hypertensive 
toxemia of pregnancy occurs only in the human be- 
ing, the only animal which maintains the upright 
position. In this position, the pressure caused by the 
fast-growing tumor of late pregnancy may interfere 
with the venous return from the intervillous spaces. 
As a consequence of this partial stasis, an ischemia of 
the chorionic epithelium over scattered areas occurs, 
producing a degeneration of the entire villi. From 
these areas of degeneration are formed certain sub- 
stances which, either by themselves or by acting as 
precursors to other substances, allow toxic substances 
with a pressor action to circulate in the maternal 
blood. That the degenerated chorionic epithelium 
is the seat of origin of these toxic pressor substances 
is shown by the fact that when the intra-ovular pres- 
sure is equal to or greater than the pressure in 
the maternal sinuses, absorption may and does iake 
place. But when the intra-ovular pressure is re- 
duced below that of the placental sinuses by the rup- 
ture of the membranes or by death of the fetus in 
utero, which causes a fairly rapid absorption of some 
of the amniotic fluid, or upon delivery of the placenta, 
rapid improvement of the patient ensues. In rare in- 
stances, a convulsion may take place after the de- 
livery of the placenta, but in such cases, it is found 
that the blood pressure from the toxin absorbed dur- 
ing labor continues to rise from the time of delivery 
up to the convulsion. 

As further proof that the toxin has its origin in the 
placenta, one may cite the instances where in double 
ovum twins, severe preeclampsia or eclampsia devel- 
oped and then, with death in utero of one of the 
twins, followed by absorption of some of the amniotic 
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fluid, recovery of the patient ensued with a continua- 
tion of the pregnancy to term. 


Tenney® was among the first to demonstrate the 
presence of chorionic degeneration in pregnancy tox- 
emia. He showed that in toxemic cases, the epithelial 
covering of 80 per cent of the villi had undergone 
some degeneration, leaving 20 per cent with normal 
covering, the reverse order in normal pregnancy. Pla- 
cental infarction must be discarded as a cause of tox- 
emia and perhaps should be regarded as a protective 
local disruption of the placental circulation to prevent 
the absorption by the fetal circulation of the toxin 
which may be present in the chorionic epithelium. 


Inasmuch as pregnancy toxemia is three times as 
common in primigravidas as in multigravidas, to ac- 
cept the theory that the toxemia is caused by endo- 
crine imbalance requires the postulate that endocrine 
dysfunction is more common in early adult life than 
in later life. I do not believe that this idea is sus- 
ceptible of proof. George Smith, in a personal com- 
munication, in an attempt to justify the endocrinologic 
dysfunction theory, wrote that “a woman has to un- 
dergo training for a normal pregnancy.” 


For the purpose of this paper, it would seem safe to 
begin with the premise that the human female, even 
in the nonpregnant state, has inadequately adapted 
herself to the circulatory handicaps of the upright po- 
sition. The anchorage of the uterus into the upper 
pelvic diaphragm is such as to suggest that provision 
was originally made for its suspension rather than 
projection. The failure to maintain this position of 
upward projection is seen in the numerous displace- 
ments of the uterus with their consequent pathologic 
fibrosis of this organ due to long-standing passive 
congestion. This condition was described at length by 
Cooke! in 1925, and recently, by Taylor,> who appar- 
ently was unaware of Cooke's work. It may not be 
necessary to go this far back for suggestive evidence 
that in the pregnant state, circulatory deficiencies 
may also come into play, resulting in placental 
dysfunction due to ischemia. This point warrants 
special emphasis because the treatment of the toxemic 
patient will be of little avail as long as she remains a 
biped in either the upright or sitting position. Too 
often, credit is given to various treatments used in 
combating the salt-water imbalance of the patient 
when such improvement resulted from improvement 
of the circulation while the patient was in bed and 
recumbent. 
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That the incidence of hypertensive pregnancy tox- 
emia bears a close relationship to the element of 
pressure is indicated by the fact that its greatest fre- 
quency occurs in the adolescent girl (Marchetti*), 
next in primigravidas, and then in cases of increased 
intra-abdominal pressure due to twins, polyhydram- 
nios, or oversized babies. Increasing parity decreases 
its incidence. When grand multiparity is reached, late 
pregnancy toxemia seldom, if ever, occurs as the 
pendulous abdomen permits the uterus in late preg- 


nancy to assume its anthropologic position of sus- 
pension. 


The clinician should not lay too much emphasis on 
the pathologic laboratory findings in toxemia. Such 
pathologic conditions are caused by any circulating 
endothelial toxin and are not pathognomonic of preg- 
nancy toxemia. The blood chemistry report is mostly 
of academic value and might in many instances be 
omitted. Urinary findings, while not significant in 
some cases, are generally of extreme value. 


TREATMENT 


For the purpose of this paper, it is assumed that 
the treatment is for late pregnancy toxemia, but there 
could be little difference even though the toxemia 
were superimposed on so-called essential hypertension 


or on vascular renal disease. The urgency and gravity 
of the situation might be the same. 


Before mentioning any of the well-known items in 
the management of these cases, I wish to emphasize 
and reemphasize the importance of “absolute bed 
rest.” This means not only that the patient be put to 
bed but also that she be denied bathroom privileges 
and not sit up for any function. She may have a pil- 
low but meals must be taken from a bedside table. 
She must remain a quadruped from the onset of 
symptoms to recovery, or to good viability of- the 
fetus. In this way, the pregnant uterus is afforded the 
benefits of partial suspension rather than projection 
against an ever-increasing pressure. For the same rea- 
son, the circulation through the intervillous spaces is 
facilitated, thus preventing further degeneration of 
chorionic epithelium. 


Where hospitalization is possible, it permits the 
carrying of these cases to good viability of the fetus 
when otherwise the termination of pregnancy might 
appear to be imperative. In other instances, where the 
pregnancy is found to be complicated by either of 
the two chronic hypertensive conditions commonly 
encountered, that is, vascular-renal disease or essential 
hypertension, the pregnancy may be allowed to con- 
tinue with the agreement that at the end of six 
months the patient will begin absolute bed rest and 
continue it until good viability of the fetus. With 
the same agreement, I have permitted several patients 
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with known nonpregnant hypertensive states to un- 
dertake pregnancy. These patients have been carried 
to good viability of the fetus without apparent ag- 
gravation of the underlying condition. 

It is realized that this ordeal, because of economic 
reasons, cannot be imposed on all patients. Also, in a 
large charity hospital, if all the patients showing 
some form of hypertensive toxemia were admitted 
for absolute bed rest, there would be no beds left for 
the normal or nontoxemic cases in labor. Neverthe- 
less, with many private patients, especially primi- 
gravidas, compromising benefits may be attained. Ab- 
solute bed rest is not possible in the home, but with 
sufficient explanation the patient often agrees to in- 
crease materially her hours of being in the recumbent 
position. 

Preeclampsia 


Adequate prenatal care has greatly reduced the 
number of cases of pregnancy toxemia and also has 
been the means of early detection and proper man- 
agement so that the preeclamptic patient does not be- 
come eclamptic. Although the symptoms of toxemia 
cannot be explained on the basis of anything other 
than the presence of a circulating endothelial toxin, it 
is well known that many factors may predispose to 
the placental dysfunction. Such predisposing factors 
might be listed as freakish eating habits, deficiencies 
in diet, especially low protein intake, deficiencies in 
vitamins or minerals (iron, phosphorus, calcium), 
and the excessive use of sodium chloride. The physi- 
cian may not be aware of these predisposing factors 
and may have to await the tangible evidence of 
threatened trouble, namely, excessive weight gain 
leading from occult to frank edema. 

The rapid increase in extravascular fluids is inter- 
esting because there is no general agreement as to its 
cause, mechanics, or significance. Some think it bene- 
ficial and others view it with alarm. There is no 
agreement as to whether blood pressure elevation 
precedes the edema or vice versa. One may take any 
position he cares to concerning edema in toxemia, 
but whatever argument is advanced, he will find him- 
self severely challenged. I think that the edema is due 
to small amounts of circulating endothelial toxins 
causing an increased permeability of the capillaries 
and that some rise in blood pressure precedes the 
edema. This is unlike the transient edema of the brain 
which occurs in eclampsia and is due to the toxin plus 
angiospasm. I also believe there is a protective feature 
to this edema fluid; the prognosis in the dry eclamptic 
state has always been considered as being more 
grave. Also, the former treatment of sweating these 
patients was productive of bad results. Whatever its 
relationship to the toxemia, edema is the first un- 
mistakable evidence that there may be trouble ahead. 

In the treatment of severe preeclampsia, two yard- 
sticks may be used as guides. I collected a fairly large 
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series of cases in which the records showed an average 
blood pressure of 180/112 prior to the first convul- 
sion. This has always been borne in mind, and when 
the diastolic pressure approaches 100, the patient is 
considered a potential eclamptic. The other yardstick 
is whether or not the patient is showing any sensitiv- 
ity to the circulating toxin, which manifests itself by 
angiospasm, that is, visual disturbance, unilateral head- 
aches, or epigastric pain. A patient with a diastolic 
pressure of more than 90 who is showing signs of 
angiospasm is a greater potential candidate for eclamp- 
sia than the one with a diastolic pressure of perhaps 
120 but no evidence of angiospasm. The patient show- 
ing no sensitivity to the circulating toxins presents the 
picture of essential hypertension—she works all the 
time, feels in perfect health, and fails to understand 
the physician’s concern about her. She does not realize 
that any patient with pregnancy hypertension may at 
any time and with little warning become sensitive 
and rapidly thereafter suffer angiospasm, perhaps 
blindness, and convulsions. 


Fortunately, many patients with severe preeclamp- 
sia have arrived at good viability of the fetus. In these 
and especially if prolonged hospitalization is impos- 
sible, I prefer to induce labor rather than to continue 
the unsatisfactory home doctoring which subjects the 
patient to the residual effects of a prolonged preg- 
nancy hypertension. If the fetus is of doubtful viabil- 
ity, it seems imperative that the infant be given the 
advantage of absolute bed rest in a hospital on the 
part of the mother. A few days of this causes a reces- 
sion of the blood pressure. These hospital days may 
be alternated with a like number of days at home until 
good viability of the fetus is attained. 


When sending a preeclamptic patient into the hos- 
pital for induction of labor, it is well to explain to the 
patient the advantages of at least two days of absolute 
bed rest prior to induction. Induction is never at- 
tempted medically as it is felt undesirable to increase 
the intrauterine pressure by drugs which stimulate 
uterine contractions; it is effected by simple amnio- 
tomy. This is best done in the delivery room as there 
this simple procedure is much easier and safer. A 
finger is insinuated through the cervical canal, and, 
using it as a director, a large rent is made in the mem- 
branes with uterine dressing forceps. The presenting 
part is pushed upward allowing a goodly amount of 
amniotic fluid to escape. A quiet period following 
the amniotomy is desirable as during this time a de- 
clining blood pressure is generally noted. If there is 
good maturity of the fetus, little attention is paid to 
the so-called unripe or rigid cervix. This type of 
cervix is unripe because it has not been subjected to 
the Braxton-Hicks contractions of late pregnancy, but 
it will efface and dilate in response to strong and 


regular uterine contractions. While induction by am- 
niotomy is preferred in the great majority of cases, 
there is a small group of cases in which the interest 
of the child indicates cesarean section. In a recent 
paper, Spezia and I? showed that the increased use of 


surgery in the toxemic case failed to improve the 
fetal salvage. 


Eclampsia 


The ideal treatment of eclampsia consists of its 
prevention, but in a few rather fulminating cases, the 
degree of angiospasm cannot be forestalled by any 
known efforts on the part of the physician. With che 
patient in convulsion, the treatment is fairly well 
standardized, namely, keeping the patient's color good 
with continuous oxygen, providing sedation within 
the limits of safety, and administering frequent doses 
of 50 cc. of 50 per cent glucose in distilled water. 
When stabilization has been attained for a period of 
from eight to twenty hours, induction by amniotomy 
or delivery by cesarean section may be begun as the 
circumstances warrant. 

It might be well to focus attention again on the 
prevention of the so-called “postpartum shock” or 
massive circulatory collapse. It is well known that the 
exitus of the toxemic patient is generally caused by 
myocardial failure resulting in pulmonary edema, cere- 
bral or pulmonary apoplexy, or by a typical uremic 
death. When death is due to shock, it is usually asso- 
ciated with traumatic delivery and inhalation anes- 


thesia, and may or may not be accompanied by the 
rapid loss of blood. 


Intravenous Fluids 


Mengert* in 1949 gave the first rational and simple 
method for filling the fluid requirements of toxemic 
patients. Formerly, there was a great discrepancy in 
the viewpoint about intravenous fluids. Many clinics 
thought that with voluminous injections of hypertonic 
solutions, the bung could be blown from the kidney, 
thus correcting the oliguria. Mengert showed that the 
kidney bung was not susceptible to such treatment 
but that the heart muscle might be adversely affected; 
in a few instances the patients died with pulmonary 
edema. A simple rule for a rwenty-four hour period is 
the intravenous use of 1,500 cc. of isotonic glucose 
solution to replace invisible water loss, plus an addi- 
tional quantity corresponding to the urinary output. 


SUMMARY 


Many of the etiologic factors influencing late preg- 
nancy toxemias are still unknown. The upright posi- 
tion too often is given no recognition, although in 
this position the pressure of the growing uterus in- 
terferes with venous return from the intervillous 
spaces and this partial stasis sets off a chain of events 
which result in the release of toxic substances into 
the maternal circulation. No form of therapy aimed 
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PREGNANCY TOXEMIA—Johnson—continued 


at reducing the severity of the hypertensive toxemia 
of late pregnancy can be of much avail as long as the 
patient remains a biped, either standing or sitting. 

The treatment par excellence of these toxemias is 
absolute bed rest, which means lying flat in bed ex- 
cept for a pillow with no further elevation for any 
normal body function. This treatment, which must 
begin with the onset of symptoms and proceed until 
recovery of the patient or viability of the fetus, is 
equally applicable to the treatment of an acute tox- 
emia complicating either essential hypertension or 
chronic nephritis. Absolute bed rest rarely can be 
accomplished at home, but compromising benefits 
may be attained. 

When certain viability of the fetus has been at- 
tained or if for any other reason termination of preg- 
nancy has been decided upon, labor should be in- 
duced by amniotomy irrespective of the so-called un- 
ripe state of the uterine cervix. 

Treatment for eclampsia includes administration of 
oxygen, sedatives, and glucose, followed by induction 
of labor or cesarean section. 
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ABSTRACT OF DISCUSSION 


Dr. TRUMAN N. Morris, Austin: The theory of uterine 
ischemia which Dr. Johnson championed seems to fit better 
with the known facts of toxemia of pregnancy than do any 
of the many other theories. 

I should like to call attention to one problem with which 
obstetricians, whether specialists or general practitioners, are 
not infrequently confronted. That is the problem of the 
patient who has hypertensive cardiovascular disease and be- 
comes pregnant. 

A few years ago Chesley and Annitto* at the Margaret 
Hague Maternity Hospital analyzed 301 pregnancies in 218 
hypertensive patients. They chose only patients who were 
known hypertensives prior to pregnancy and in whom hyper- 
tension was found before the twenty-fourth week of gesta- 
tion, there having been no previous normal readings re- 
corded. Their standard for hypertension was 140 systolic and 
90 diastolic. They found that 1 of every 3 hypertensive pa- 
tients developed a superimposed toxemia. Figures compiled 
by other reliable clinics are on the whole higher than these 
and range from 50 to 86 per cent although one group re- 
ported only 18 per cent of their hypertensive patients be- 
coming toxic. There seems to be no relationship between 
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the first trimester blood pressure reading and the frequency 
of superimposed toxemia; however, it was found that the 
higher the initial pressure the greater was the fetal mortality. 

It has been noted that a midpregnancy drop in blood 
pressure is extremely common in the hypertensive cardio- 
vascular patient. Chesley and Annitto reported approximately 
40 per cent of their patients showing a drop in pressure of 
20 mm. of mercury or more. This tendency might be of 
considerable significance in classifying these cases. A hyper- 
tensive patient seen first in the middle trimester may show 
a normal blood pressure reading only to show a rise in the 
last trimester, and were not an earlier hypertensive pressure 
known she would be classed as preeclamptic. 

The superimposition of toxemia on hypertensive patients 
greatly increases the hazard to both the mother and the 
baby. In the Chesley and Annitto series there was a total 
maternal mortality in such cases of 12.2 per cent or ten 
times that of the uncomplicated hypertensive group. The 
total fetal loss was 50 per cent or about three times as great 
as occurred in those who failed to develop a superimposed 
toxemia. 


In conclusion I would like to quote one paragraph from 
Chesley and Annitto: 

“If only we could determine which patients would escape 
pre-eclampsia or eclampsia, a good prognosis for pregnancy 
could be offered to two out of three hypertensive women. 
If the toxemia causes the damage done, then the prompt 
termination of a hypertensive pregnancy at the first sign of 
developing toxemia should protect the patient. If this were 
so, then perhaps any hypertensive woman could be given a 
chance at pregnancy, should she desire it. While her risks 
would be greater than those of a normal woman, there is a 
good chance that close supervision would give her a living 
baby.” 

Dr. DONALD PATON, Houston: Dr. Johnson’s theory of 
the presence of a toxin with a pressor effect produced by 
degenerating chorionic epithelium is interesting and may be 
the true answer. At least it provides a plausible explanation 
for some of the phenomena which obstetricians encounter 
clinically. However, I believe much time will pass and much 
more knowledge will be gained before any one theory will 
be accepted. Dr. Johnson cleverly draws a relation between 
the upright position of the patient and placental degenera- 
tion. This of course would be hard to prove. However, “the 
proof of the pudding is in the eating,” and treatment based 
on the theory gives excellent results. 

I have followed Dr. Johnson’s teachings in treating my 
own patients with uniformly successful results. Of 47 pre- 
eclamptic patients in my private practice, 37 have responded 
well to this regimen so that I have had only 10 severe cases. 
Only one of these went on to the convulsive stage. She was 
a primipara upon whom I performed a cesarean section for 
fetopelvic disproportion after an adequate trial labor. Her 
blood pressure was never high enough to cause concern, but 
she had one mild convulsion twenty-four hours postopera- 
tively. 

I believe that the relative mildness of the preeclampsia 
which I encounter is due to the fact that I put the patient 
flat in bed for three hours daily if there is a rise in diastolic 
pressure to any figure appreciably above the patient’s normal 
on two consecutive weekly visits. Thus, if a patient has been 
running a diastolic pressure in the seventies and it sud- 
denly jumps into the high eighties, she is put to bed for 
three hours daily. If the rise goes on up to 90, the rest 
period is increased to six hours; and above 90, she is put 
to bed completely. The average period during which I carried 
my mild preeclamptic patients from the first indication of 
a rising diastolic pressure to delivery was slightly less than 
three weeks; for preeclamptics who finally were classed as 
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severe this figure was a little less than two weeks. These 
figures do not include 14 patients who developed the initial 
rise of blood pressure a few days before going into labor or 
just after the onset of labor. Four of these patients who 
were beyond thirty-eight weeks of gestation were given cas- 
tor oil on the day of their last office visit because of a mild 
initial rise in pressure and promptly went into labor. 

On this regimen the patient usually can go to thirty-seven 
or thirty-eight weeks. I have not followed Dr. Johnson in 
this regard but have allowed the patient to go nearly to 
term. The average was thirty-eight weeks for severe and 
thirty-nine for mild cases. So far I have had few patients 
with residual hypertension beyond three months postpartum. 
Sedation, increased protein, and salt limitation are the only 
other factors in the treatment. I cannot say that postural 
treatment alone would accomplish the desired end, but I 
do know that sedation, sodium limitation, and increased pro- 
tein with the patient ambulatory will not get the job done. 

Concerning the induction of labor, I have not been brave 
enough to forget the unripe cervix completely. However, in 
the past six months I have induced several toxic patients at 


or beyond thirty-seven weeks of gestation in whom the cervix 
was not effaced. None of these patients gave any trouble. 
All obstetricians know too well what complications might 
follow the induction of labor in nontoxic patients with such 
a cervix. Of my severe preeclamptic patients 3 developed 
their initial rise of blood pressure after onset of spontaneous 
labor; 1 went into labor spontaneously at thirty-five weeks; 
in the remaining 5 labor was induced by rupture of the 
membranes. 

I recently demonstrated to my satisfaction the advisability 
of allowing the patient to rest for forty-eight hours in the 
hospital before induction of labor. A primipara was hos- 
pitalized near term, and because the blood pressure was only 
mildly elevated, the initial rest period was dispensed with 
and the membranes were ruptured immediately after admis- 
sion. The pressure went up within an hour from 130/90 to 
150/120, and it was necessary to give the patient a large 
dose of morphine before allowing the labor to go on. 

Employing Dr. Johnson’s outline of treatment, I have had 
no maternal mortality in my toxic patients and so far have 
lost only 1 baby. This baby was stillborn at thirty-four 
weeks, the mother having been toxic for only one week prior 
to delivery. 


OBSTETRIC COMPLICATIONS 


GEORGE H. PETTA, M.D., 


Even in the best and most carefully 


conducted labor and puerperium it would be almost 
impossible in every instance to prevent the occurrence 
of one or more of the following frequent complica- 
tions. Rare indeed is the obstetrician, whether special- 
ist or general practitioner, who can boast the absence 
of a single postpartum complication in his patients. 

The complications presented here are in the order 
of their frequency as found in the Obstetric Service, 


both staff and private, at the University of Texas 
Medical Branch Hospitals. 


HEMORRHAGE 


Hemorrhage was the most common and most se- 
rious complication. 

Lacerations —Lacerations of the birth canal, includ- 
ing the episiotomy, should offer little problem in 
diagnosis and treatment. The entire birth canal, how- 
ever, should be carefully checked for lacerations and 
bleeding points if unexplained bleeding is pres- 
ent after expulsion of the placenta and the contrac- 
tion of the uterus has occurred. It is not at all unusual 
to find serious bleeding as the result of a rather 
simple vaginal laceration. 

Associated with lacerations of the birth canal is the 
profuse bleeding from varicosities present in the vulva 
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Treatment of Common Postpartum Complications 


and DENNIS M. VOULGARIS, M.D., 
Galveston, 


Texas 


or vagina. The bleeding is identifiable and control- 
lable by adequate suturing. The complication arises 
when the patient complains of severe pain in the 
perineal region about twenty-four hours after deliv- 
ery. The area should be inspected immediately be- 
cause of the frequency of the development of hema- 
tomas from varicosities. They are easily handled by 
evacuating the blood and controlling the bleeding 
points. 

Uterine Atony.— More severe hemorrhage, and 
more difficult to control, is that resulting from a true, 
persistent, postpartum uterine atony. This is an infre- 
quent complication at the Medical Branch, the result 
in part, we believe, of the management of the second 
and third stages of labor. Once the diagnosis is made 
the treatment should be active and aggressive. Re- 
gardless of what oxytocic was used after the delivery, 
ergotrate, 0.2 mg., is given intravenously, and then 
repeated intramuscularly every two hours for 2 or 3 
doses. After this the oral preparation is given and 
should suffice. For the more severe cases in which 
bleeding continues, an attendant is left constantly 
with the patient, one hand gently “glued” to the 
fundus of the uterus. Should relaxation occur, simple, 
gentle massage of the fundus is carried out. This is 
repeated as often as necessary. As the uterus gives 
evidence of remaining contracted, an ice bag is placed 
over the fundus; sometimes a sandbag also is placed 
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over the fundus. This treatment is old-fashioned, but 
it seems to work well. 


Retained Secundines—lf the placenta and mem- 
branes are only partially expelled and bleeding is 
present, the only satisfactory treatment is the removal 
of the retained fragments. This is accomplished by 
placing the entire hand in the uterus and gently re- 
moving the retained material. Care is taken not to 
perforate the uterus. 


Uterine Inversion or Rupture——Rarely, inversion 
of the uterus will be encountered. It is mentioned 
here because treatment will have to be immediate to 
be of any value. Immediate operative interference 
offers the best results in restoring the uterus to its 
pelvic position. After this has been accomplished, the 
vagina can be tightly packed. Unless treatment is 
rapid, hemorrhage and shock will take their toll. 

Rupture or perforation of the uterus usually is ac- 
companied by hemorrhage, usually both visible and 
invisible, and shock. In the presence of active bleed- 
ing and if all other causes have been excluded, a rup- 
ture should be suspected. This is true especially if 
there has been a previous section, if forceps were 
used, or if a version was performed. Active bleeding 


from the rupture usually requires a laparotomy for 
correction. 


Tumors.—Although we have noted many cases of 
pelvic tumors with pregnancy, we have seldom noted 
hemorrhage resulting from their presence, except in 
occasional cases of myoma uteri. Apparently in these 
patients the placenta is “trapped,” or contraction and 
retraction of the uterus is interfered with on a purely 
mechanical basis. If the placenta is retained, it should 
be removed manually; if contraction fails to occur and 
bleeding is severe, hysterectomy may be necessary. 


MASTITIS 


We see two basic types of mastitis in the post- 
partum wards, one physiologic, the other pathologic. 
The first type consists of congestion or “caking” of 
the breasts on the second to fourth day and is asso- 
ciated with the early phases of lactation. One or both 
breasts become engorged, hard, and tender. Usually 
this condition results from the use of a poor type of 
breast binder. Treatment should be prophylactic, but 
once the congestion occurs, the breasts should be sup- 
ported both upward and inward. Pumping of the 
breasts may be necessary on one or two occasions to 
relieve the marked congestion if the infant is not re- 
moving sufficient milk. This condition usually im- 
proves within one to two days. Stilbestrol, given in the 
amount of 5 mg. daily for the first three or four days, 
may be effective in preventing this early congestion. 
Such therapy will not suppress lactation as long as the 
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breast receives stimulus from the suckling infant or 
from artificial emptying of the breasts. 

Pathologic mastitis occurs following bacterial in- 
vasion of the parenchymatous or interstitial tissue and 
is accompanied by signs and symptoms of acute in- 
fection. Treatment consists of suppression of lacta- 
tion, adequate support of the breasts, limitation of 
fluids, and administration of antibiotics. Incision and 
drainage of any abscesses which develop should be 
accomplished. To assist in the suppression of lactation, 
stilbestrol, 5 mg. three times a day for three days, may 
be given. 


INFECTION 


The puerperal woman is peculiarly susceptible to 
infection. Exhaustion, long labor trauma, and blood 
loss are definitely conducive to it. Prophylaxis is the 
best treatment; however, in spite of the best of 
technique, contamination and infection do occur. In- 


fection accounts for about 40 per cent of all maternal 
mortality. 


Perineal Infection—The perineum has a remark- 
able local immunity to the organisms usually found 
in the rectum and vagina. Despite this, infection of 
episiotomies and lacerations occurs. Immediate ana- 
tomic and accurate repair should be attempted, and too 
tight, too hard sutures, and haphazard repair should 
be avoided. When infection occurs, the antibiotics 


systemically and dry heat locally are the best treat- 
ment. 


Endometritis—The puerperal uterus, serum. and 
debris filled, with its recent traumatic episode is an 
ideal culture medium for bacteria. Consequently, it is 
one of the most common sites for infection. The of- 
fending organism may gain access to the uterus from 
the vagina or rectum, or it may be implanted there 
by the attending physician or nurses. There are two 
types of infection: the saprophytic, with its profuse 
foul-swelling discharge, tenderness and pain, and sud- 
den onset, and the invasive type, with more gradual 
onset, odorless discharge, and relative freedom from 
pain. 

Parametritis (Pelvic Cellulitis) —Parametritis is a 
common complication that usually arises from infect- 
ed tears of the cervix or is secondary to endometritis. 
It is characterized by severe pelvic pain, fever, and 
tender masses in both vaginal vaults. 

Bacteremia.—The most severe of the puerperal in- 
fections is bacteremia, which is due to blood stream 
infection, usually by the Streptococcus. It is charac- 
terized by high fever of the septic type, leukocytosis, 
absence of foul lochia, and the fact that the patient 
becomes severely ill in a short time. 

The treatment of endometritis, parametritis, and 
sepsis is primarily prophylactic. Prevention can best 
be accomplished by good antenatal care and strict 
aseptic technique during labor and delivery. Inter- 
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course, douches, and tub baths should be interdicted 
during the latter months of pregnancy. Rectal exam- 
inations should be substituted for vaginals except 
where absolutely necessary. Blood loss must be held 
at a minimum, and transfusions should be used freely. 
The postpartum uterus should be kept firmly con- 
tracted with one of the oxytocics. 

Active treatment at present consists almost entirely 
of administration of one of the antibiotics. Penicillin 
is probably the best. However, on occasion, it may be 
necessary to supplement it with streptomycin or Au- 
reomycin or even one of the sulfonamides. 


Thrombophlebitis—One of the most serious post- 
partum complications that can occur is thrombo- 
phlebitis. As a rule it appears on the eighth to fif- 
teenth day and is manifested by pain and tenderness 
along the course of the vein involved, swelling, fever, 
and positive Homans’ sign. An embolus usually de- 
velops only from a fresh thrombus, within twenty- 
four to forty-eight hours, so that prophylactic treat- 
ment is exceedingly important. According to Mengert, 
an obstetric patient without complications has 1 
chance in 35,000 of dying of an embolism from 
thrombophlebitis. 

The treatment of this complication is variable. 
Some authorities practice almost 100 per cent sur- 
gery in these cases by ligating the saphenous or 
femoral veins or even the vena cava. Perhaps the best 
therapy is early diagnosis, the use of intensive anti- 
coagulant therapy, and early mobilization. Paraverte- 
bral block may be of some value. 


Cystitis—The urinary tract is peculiarly liable to 
infection postpartum. The trauma of delivery and 
urinary stasis are contributory factors. 


Cystitis can best be avoided by having the patient 
void or be catheterized every six to eight hours fol- 
lowing delivery. Should cystitis or pyelitis develop, 
it can best be treated by one of the sulfonamides. 
Sulfacetimide or Gantrisin are very effective. If the 
offending organism is susceptible, penicillin is indi- 
cated. Fluids should be forced and drainage promoted. 


Rarely it may be necessary to resort to ureteral cathe- 
terization. 


INJURIES 


No human body function is associated with a 
greater degree of physical trauma than parturition. 

Uterus——Rupture of the uterus is probably the 
most serious injury that can occur in obstetrics. It is 
usually due to previous operative scar, dystocia, or 
unskilled operative intervention. Spontaneous rupture 
during pregnancy almost always occurs in the upper 
segment. In late labor it almost always occurs in the 
lower segment. 

Treatment is prophylactic or curative. Prophylac- 


tically, the indications for cesarean section should be 
weighed carefully, and if operation is decided upon, 
the low section technique nearly always should be 
used. Curative treatment should consist of laparotomy, 
blood transfusions, and if necessary, hysterectomy. 


Inversion of the uterus may occur spontaneously, 
but it is usually due to violence such as improper use 
of Credé’s maneuver or traction on the cord. 

The sooner treatment is instituted the better. If 
possible, the patient should be placed in Trendelen- 
burg position under anesthesia and an attempt made 
to replace the uterus manually from below. Mean- 
while the patient should receive necessary supportive 
therapy. If it is impossible to replace the uterus from 


below, a laparotomy or Spinelli’s operation may be 
done. 


Cervix.—The cervix is the most common site of 
parturitional injury. 

Bleeding after the third stage of labor when the 
uterus is well contracted is usually due to trauma. If 
examination of the vagina fails to reveal any active 
bleeding, the cervix should be inspected. Routine ex- 
amination of the cervix after delivery in the absence 
of bleeding is unnecessary. 


Active bleeding should be controlled by surgical 
repair of the laceration. 


Vagina.—lInjuries to the vagina should be repaired. 

Pelvic Floor—Next to the cervix, the posterior 
vaginal wall and pelvic floor are the most common 
sites of injury. Gentle use of the Ritgen maneuver 
and a free episiotomy help to prevent lacerations. 
Regardless of the extent of the injury immediate sur- 
gical repair is indicated. Too much suture, too tight 
suture, and too hard suture should be avoided. 


Vulva—tLaceration and hematomas may occur in 
the vulva, and they should be treated surgically. 


MISCELLANEOUS 


For the sake of completeness, some mention should 
be made of other common but less frequent complica- 
tions. 

Hemorrhoids.—In the last trimester, a patient occa- 
sionally complains of hemorrhoids which were not 
present prior to the pregnancy. They usually become 
more pronounced during labor; for this reason the 
labor should be followed with as few rectal examina- 
tions as possible to insure a more comfortable post- 
partum period. Some medication should be prescribed 
to alleviate the pain from this minor but annoying 
complication. Nupercainal ointment, rectal supposi- 
tories, and hot sitz baths relieve the condition satis- 
factorily. Ordinarily hemorrhoids that develop during 
pregnancy do not require operative intervention. 


Urinary Retention.—A pressing problem when it 
occurs is urinary retention. We have had good results 
with the use of the retention catheter and irrigations. 
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The catheter is left in the bladder for three to five 
days. Every four hours the bladder is irrigated with 
200 cc. of a 4 per cent boric acid solution. Between 
irrigations the bladder is constantly drained. 

Psychosis—The most difficult case to handle is the 
patient who develops a postpartum psychosis. Consul- 
tation with a psychiatrist is probably the only real 
means of coping with the situation. 

Eclampsia—Postpartum eclampsia sometimes oc- 
curs without evidence of previous toxemia. Treatment 
is the same as for antepartum eclampsia. 

Embolism—tThe embolic phenomena are among 
the most disconcerting of all of the complications. 
The treatment depends upon the type of embolus and 
is directed toward the elimination of the etiologic 
factor and the complications thereof. Amniotic fluid 
emboli are rarely diagnosed before death. If they are 
diagnosed correctly, the treatment is symptomatic; no 
definitive treatment is known. 


SUMMARY 


The treatment of hemorrhage, infection, and trau- 
ma, the more common complications which result 
from the act of parturition and in the early stage of 
the puerperium, is discussed. 





John Sealy Hospital. 


ABSTRACT OF DISCUSSION 


Dr. DONALD PATON, Houston: My discussion is based 
chiefly on my experience with private patients, whereas the 
authors’ remarks are based on a series of cases which include 
many ward patients. I believe that the private patient is 
much more apt to be in good general condition than the 
house patient, and for this reason her complications are 


Symposium on Fundamental Cancer Research 


Several meetings of interest to scientists and physicians 
will be held at the Texas Medical Center, Houston, on 
April 25 and 26. 

Among these will be the Sixth Annual Symposium on 
Fundamental Cancer Research of M. D. Anderson Hospital 
for Cancer Research. The cancer pathology and radiology 
conference of the University of Texas M. D. Anderson Hos- 
pital and Postgraduate School of Medicine will be on 
“Tumors and Other Diseases of Bone.” A meeting of the 
South Central Section, College of American Pathologists, 
will be held in conjunction with the symposium and pathol- 
ogy conference. 

Dr. M. M. Wintrobe, professor of medicine at the Uni- 
versity of Utah, is arranging a half day session on nutri- 
tional factors in cancer to be presented during the Sym- 
posium on Fundamental Cancer Research. Dr. Granville 
Bennett, professor of pathology of the University of Illinois, 
and Dr. L. Henry Garland, professor of radiology at Stan- 
ford University Medical School, will conduct the conference 
on “Tumors and Other Diseases of Bone.” 


The third Bertner Foundation Lecture and Award will be 
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usually not.so frequent or so severe as are those of the 
charity patient. 

Concerning hemorrhage, I do not know what routine of 
oxytocic the essayists use, but I am a strong supporter of 
intravenous ergotrate. The incidence of retained placenta in 
my practice is 1.3 per cent, probably greater than would be 
the case if I did not use intravenous ergotrate. However, I 
have had no bad effects resulting from manual removal of 
the placenta since I started using penicillin as a routine 
prophylactic after the procedure. The incidence of post- 
partum hemorrhage in my cases is not high (1.2 per cent). 
If adequate nursing care were available for the postpartum 
patient, I believe that hemorrhage after leaving the delivery 
room would be almost unheard of. This of course would 
mean that a nurse would hold the fundus constantly on 
every postpartum patient until one hour after delivery. 

As for retained placental fragments, I never hesitate to 
explore the uterus if I suspect their presence. I seldom have 
to pack a uterus (average about once in 175 cases). 

For controlling mastitis in the patient who nurses her 
baby I rely only on support. I have tried stilbestrol but have 
found that the milk usually comes in late, and by this time 
the mother is so discouraged and worried that she either 
gives up and will not nurse the baby or is prevented from 
nursing successfully by her worried state. For suppression of 
lactation in the patient who does not want to nurse I use 1 
mg. of stilbestrol three times daily for three days. This small 
dosage is adequate for the purpose and much less likely than 
larger amounts to cause abnormal bleeding in the weeks 
following. I have not had to open a breast abscess since the 
advent of penicillin. I have recently tried the relatively new 
nylon Plastishields and believe that they will further lower 
the complications such as cracked nipples and abscesses. 

Urinary retention is rarely a problem in the early ambula- 
tory patient. If much trouble does arise, I believe the patient 
should be referred later to a urologist for a search for con- 
genital urinary tract defects. 

The painful episiotomy is often prevented by the use of 
a perineal light. Of course most obstetricians use it in the 
hospital, but I believe its use at home from the fifth to the 
tenth postpartum day is even more necessary. I advise its 
use six times daily from thirty minutes to an hour each time. 
Since starting this regimen I rarely have had a call about 
painful sutures. 


made at the banquet April 25. Meetings will be held in the 
Shamrock Hotel. Further information may be obtained from 
Dr. William O. Russell, 2310 Baldwin Street, Houston 6. 


Fatalities from Accidents Increase 


Fatalities from accidents increased noticeably in 1951, 
reversing the downward trend of the preceding three years 
in the United States, report Metropolitan Life Insurance 
Company statisticians. Approximately 95,000 lives were lost 
in accidents last year, about 5,000 more than in 1950. Motor 
vehicle fatalities account for about two-fifths of all deaths 
from accidents. Home accidents of all the major classes of 
mishaps were less in 1951 than in 1950. 


Medical Examiners Set Test Session 


An examination session has been scheduled by the Texas 
State Board of Medical Examiners at the Texas Hotel, Fort 
Worth, for June 19, 20, and 21. Physicians who wish to 
take the examinations should make application not later than 
June 5 to the Secretary, Dr. M. H. Crabb, 1714 Medical Arts 
Building, Fort Worth. 


THE TRANSVERSE ABDOMINAL INCISION 
IN PELVIC SURGERY 


JOHN J. DELANY, M.D. and 


Galveston, 


Tue transverse abdominal incision 
has gained almost universal acceptance and recogni- 
tion as the incision of choice in exploration or defini- 
tive surgery of the upper part of the abdomen. How- 
ever, there is still some hesitancy in accepting the 
transverse abdominal incision as routine in pelvic sur- 
gery. This hesitancy is based, most likely, on the fear 
that this approach is time consuming, is technically 
difficult, and does not afford adequate exposure. We 
have used a routine transverse anatomic approach, 
with occasional modification, in 300 cases of disease 
of the lower abdominal and/or pelvic regions and 
have observed it to be most satisfactory. The incision 
is strictly anatomic and thus results in a minimum of 
wound complications. The approach is made directly 
over the pelvis and the direction of the incision is in 
the long axis of the pelvic inlet. As a minor con- 
sideration, the incision gives excellent cosmetic re- 
sults. We have observed that it increases our operat- 
ing time approximately twenty minutes and that in- 
stead of being technically difficult, it is rather a rela- 
tively simple anatomic technique and affords ample 
exposure, even in the presence of rather large pelvic 
tumors or disease requiring deep pelvic dissection. 


ANATOMY 


The anterior wall of the lower part of the abdomen 
through which surgical access to the pelvic viscera is 
obtained is composed of skin, superficial fascia, the 
external and internal oblique muscles, their aponeuro- 
ses (the anterior sheath of the rectus muscles), 
the rectus muscles, the pyrimidalis muscles, the trans- 
versalis fascia, and the peritoneum (fig. 1). These 
components are all continuous with similar com- 
ponents of the upper abdomen; however, in the re- 
gion of the umbilicus, the semicircular fold of Doug- 
las acts as a boundary superior to which the external 
oblique muscle passes anterior to the rectus muscle, 
the inferior oblique splits to encircle the rectus, and 
the transversus abdominis passes posterior to the 
rectus. Inferior to this fold the aponeuroses of all 
three muscles pass anterior to the rectus muscle. The 
transversus abdominis muscle, however, usually does 
not extend below this fold. This relative insufficiency 
in the lower abdomen is probably Nature’s means of 
accommodating the distended bladder. 

In the lower part of the abdomen, the area below 
the semicircular fold, the anterior abdominal wall is 
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composed of (1) the oblique muscles which arise 
laterally and pass forward, becoming aponeurotic to 
insert anterior to the rectus muscle in the linea alba, 
(2) those portions of the rectus muscles extending 
from the symphysis pubis to the lowest tendinous in- 
scription, and (3) the transversalis fascia and peri- 
toneum. It can be seen easily that a midline vertical 
incision severs the aponeurotic tendons of the oblique 
muscles, the structures which give the chief support 
to, and are the constricting mechanism of, the ab- 
dominal wall. This severance of the tendons puts a 
decided lateral pull on the incision. 

The nerve supply of the lower portion of the ab- 
dominal wall consists of the twelfth thoracic and the 
first lumbar nerves. The iliohypogastric and the ilio- 
inguinal nerves are derived from the first lumbar 
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Fic. 1. Drawing demonstrating the salient anatomy of the anterior 
abdominal wall. 


nerve. The iliohypogastric and ilioinguinal nerves 
pierce the internal oblique muscles laterally and run 
transversely between the external and internal oblique 
muscles, deviating inferiorly to supply the rectus 
muscle. Branches to the oblique muscles are given off 
during the course of these two nerves. It is obvious 
that a right or left rectus incision not only will sever 
fhe support of the anterior abdominal wall but also 
may denervate the rectus muscle and the constrictors. 


The main blood vessels encountered in this region 
are the inferior epigastric vessels, which pass pos- 
terior to the rectus, and the ascending branch of the 
deep circumflex iliac vessels, which ascends laterally 
beneath the internal oblique muscle. The transverse 
approach divides a region rich in blood supply, where- 
as the midline incision divides an area notoriously 
devoid of blood and lymphatic vessels. 


TEXAS State Journal of Medicine 












ABDOMINAL INCISIONS — Delany & Stephen — continued 


OPERATIVE TECHNIQUE 


The technique we have used in the lower abdom- 
inal incision is our modification of the Pfannenstiel 
incision. It is described in the following section. 


After adequate draping of the lower part of the 
abdomen, a vertical skin scratch is made in the mid- 
line. Equidistant vertical skin scratches are made bi- 
laterally to insure symmetry of the wound and to aid 
in accurate coaptation of the skin margins. The skin 
incision is then made in a skin crease, usually about 
2 cm. above the symphysis pubis; the incision is 
slightly concave upward. The length of the incision 
depends upon the extent of exposure required. It has 
been our experience that the skin incision is usually 
of greater length than is really necessary for good 
exposure. The subcutaneous tissue is incised down to 
the fascia and bleeders are ligated. The only large 
vessels encountered are the superficial epigastric ves- 
sels which are found in the lateral aspects of the in- 
cision. These may be isolated and clamped before 
cutting or, in some cases, may simply be retracted 
laterally. We have used no. 70 commercial cotton as 
ligature. 

The anterior sheath of the recti muscles is incised 
transversely across the midline, usually about 1 to 2 
cm. above the symphysis pubis. This exposes the 
pyrimidalis muscles (if present) and the recti muscles 
near this insertion into the symphysis and demon- 
strates the fusion of the aponeuroses of the external 
and internal oblique muscles at a variable distance 
from the midline. With curved scissors the aponeuro- 
sis of the external oblique muscle is split upward 
and laterally in the direction of its fibers (fig. 2a, b, 
and c), exposing the internal oblique muscle, the 
fibers of which run transversely. The internal oblique 
muscle is split in line of fiber laterally to the iliac 
crest if deemed necessary (fig. 2d). A small blood 
vessel, the ascending branch of the lateral circumflex 
iliac artery, is encountered as this muscle is split lat- 
erally. This vessel often can be clamped before it is 
cut. 

The external and internal oblique muscles are in- 
cised in line of fiber on the opposite side with the re- 
sulting formation of a musculo-aponeurotic flap con- 
sisting of both external and internal oblique muscles. 
This flap is grasped in the midline with one or two 
Alys clamps and reflected upward (fig. 2e). The re- 
flection easily is accomplished laterally with the finger. 
In the midline it must be sharply dissected either 
with the knife or scissors. This flap may be reflected 
upward to the umbilicus if necessary. As the flap is 
elevated, one or two perforating vessels which are 
branches of the inferior epigastric vessels appear and 
pass through the rectus into the anterior sheath. These 
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vessels, one or two on either side, may be clamped 
before division. 

The lower flap, which hardly can be called a flap, 
is now dissected bluntly downward to expose the 
symphysis. The pyrimidalis and rectus muscles are 
separated and retracted laterally to expose the peri- 
toneum. We routinely open the transversalis fascia 
and peritoneum laterally and incise them transversely 
above the bladder reflection (fig. 3a). The urachus, 
if present, is ligated and divided. 


This low transverse incision through transversalis 
fascia and peritoneum has been observed to be of 
advantage as the fibers of the transversalis fascia (a 
fascial layer, the importance of which has been gross- 
ly underestimated) run transversely and are thus di- 
vided anatomically. Also, the peritoneum is stronger 
at this point and its closure is effected with little 
difficulty. Too, if the patient has had several previous 
midline pelvic laparotomies, a lateral opening in the 
peritoneum is less apt to encounter visceroparietal 
adhesions and the midline can be approached visibly. 
Such adhesions, if present, can be liberated under 
direct vision. 

The contemplated surgical procedure is now exe- 
cuted. We have noted that this incision is favorable 
for the use of the O’Connor-Sullivan retractor. 

In the closure of the incision no. 40 cotton is used 
for the fascia transversalis and peritoneum, which are 
closed as one layer (fig. 3b). The recti muscles are 
loosely approximated with no. 40 cotton interrupted 
sutures (fig. 3c). The internal and external oblique 
muscles and the anterior sheath of the rectus muscle 
are approximated in layers (fig. 3d and e) with inter- 
rupted sutures of no. 34 stainless steel wire. We be- 
lieve that non-absorbable sutures (especially wire 
with its minimal tissue reaction) definitely favor 
wound healing and cause less pain and also that in- 
terrupted sutures surgically are more sound than con- 
tinuous closure. The subcutaneous tissue is approxi- 
mated with no. 70 cotton and the skin with Michel 
clips. The wound dressing is minimal. 

The above procedure has been more or less routine. 
However, we have modified it in several ways accord- 
ing to the exigencies of the circumstances: 


1. If a procedure a little higher in the abdomen is 
contemplated (as presacral neurectomy ), the incision 
is made at a higher level above the symphysis pubis. 

2. If maximum exposure is desired, the external 
and internal oblique muscles are incised as one and 
the incision carried upward and laterally as far as 
necessary. 

3. The incision may be extended on one side for 
unilateral disease, such as a retrocecal appendix. 


4. One or both recti muscles may be divided 
through their tendinous insertion into the superior 
surface of the symphysis pubis (Cherney modifica- 
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Fic. 2. Diagrams showing steps in the transverse abdominal inci- 
sion. 

aand b. Vertical skin scratches are made and the skin is incised. 
The transverse incision is made through the anterior sheath of the 
rectus, exposing the recti muscles. 

c. The external oblique muscle is split upward and laterally, expos- 
ing the internal oblique muscles. 


d. The internal oblique muscle is split transversely in the line of 
fiber. The procedure as illustrated is now carried out on the opposite 
side. 

e. The musculo-aponeurotic flap, consisting of the anterior sheath 


of the rectus muscle and the external and internal oblique muscles, is 
dissected upward. 
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ABDOMINAL INCISIONS — Delany & Stephen — continued 


tion). The inferior epigastric vessels, easily located at 
the lateral border of the rectus just above the inguinal 
ligament, should be ligated and divided prior to divi- 
sion of the rectus muscle. If both recti are divided, it 


d 


Fic. 3. Diagram showing further steps in the transverse abdominal 
incision. 

a. The rectus muscles are retracted laterally and the transversalis 
fascia and peritoneum incised transversely. 

b. The peritoneum and transversalis fascia are closed. 
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is not necessary to reflect the aponeurotic flap from 
the midline, as the entire abdominal wall may be re- 
tracted upward. 


5. The incision may be made transversely midway 
between the umbilicus and symphysis pubis and the 
anterior sheath of the rectus, the oblique, and the 


c. The recti muscles are loosely approximated with 
sutures. 


d. The anterior sheath of the rectus and internal and external 
oblique muscles are closed in layers. 


e. The skin edges are approximated with Michel clips. 


interrupted 
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ABDOMINAL INCISIONS — Delany & Stephen — continued 


recti muscles divided transversely at this level (May- 
lard or Bardenheuer technique). We have not been 
favorably impressed with this modification. 


6. In an obese patient a lipectomy may be done 
before closure of the skin by extending the incision 
well into the flanks and connecting it laterally with 
another incision concavity downward, below or in- 
cluding the umbilicus. 


PRESENT STUDIES 


We have used the transverse abdominal incision in 
300 consecutive cases of disease of the pelvic or lower 
abdominal regions (table 1). These cases have been 
roughly divided as to procedure as follows: opera- 
tions on the uterus (with or without adnexal surgery ) 
171, operations on the adnexa 62, cesarean sections 
21, operations for disease of the bowel 35, presacral 
neurectomies 4, and miscellaneous 7. There were 56 
associated appendectomies. 


TABLE 1.—Types of Operations in 300 Consecutive Cases* in Which 
the Transverse Abdominal Approach Was Used. 


No. of 
Organs Involved Operations 
Uterust ... 171 
Hysterectomy 
Complete 150 
Supravaginal 6 
Radical 3 
Trachelectomy 
Suspension Presacral (3) 
Myomectomy 
Adnexa (Ruptured ectopic pregnancy 11) 
Cesarean section (Extraperitoneal 2) 
Bowel obstruction (Resection of small bowel 3) 
Colon resection 
Anterior anastomosis 
Cancer 12 
Endometrioma 2 
lleitis 2 
Abdominoperineal resection (Complete 
hysterectomy 2) 
Presacral neurectomy 
Miscellaneous 
Exploratory 
Rectal procidentia 
Vaginal prolapse 
Cystotomy 
Ureterostomy 


*Appendectomies were performed simultaneously in 56 of the 300 
operations. 


+Uterine operations include those with or without adnexal surgery. 


The technique used in the majority of these cases 
was as described in detail previously. The Cherney 
modification was used unilaterally (division of the 
left rectus) in 7 of the operations involving the 
colon. Both recti muscles were divided in 4 cases: 
the 3 radical hysterectomies and 1 extraperitoneal 
cesarean section. The Maylard technique was used 
5 times: once for the removal of a large ovarian 
tumor, twice for intestinal obstruction, once for ter- 
minal ileitis, and once for a ruptured inferior mesen- 
teric aneurysm. 

We have been impressed with the transverse ab- 
dominal incision for several reasons. We have ob- 


served no contraindications to its use; in fact, previous 
midline incisions seem to be an indication. In this 
series there were 72 patients who had had one pre- 
vious midline pelvic laparotomy, 31 who had had two, 
6 who had had three, 1 who had had four, and 1 who 
had had thirteen. A previous transverse incision also 
was not a contraindication. Five patients had had one 


previous transverse incision, 3 had had two, and 1 
had had three. 


We were impressed also with the paucity of wound 
complications after this incision (table 2). With but 
three exceptions, these patients were ambulatory with- 
in the first twenty-four hours after surgery. Pain in 
the incision was absent in the majority. 


Accurate follow-ups from six months to five years 
were obtained on all but 18 of these patients. In this 
series there were no wound eviscerations. One post- 
operative hernia occurred in a patient who had a re- 
section of the rectum for carcinoma with an anterior 
anastomosis. The left rectus muscle was divided for 
added exposure. Postoperatively the patient developed 
an intra-abdominal abscess which on the fourteenth 


TABLE 2.—Wound Complications After Transverse Abdominal 
. Incision in 300 Cases. 
Wound evisceration 
Postoperative herniation 
Subcutaneous hematoma 
Retroperitoneal hematoma .. 
Wound infection 
Draining sinus 
Painful area in scar 
Total 
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postoperative day was drained in the left inguinal 
region, with subsequent development of a herniation 
above the left inguinal ligament. 


There were three instances of subcutaneous hema- 
tomas which were treated by aspiration. Two of these 
occurred after lipectomy. There were three retro- 
peritoneal hematomas; two resolved under conserva- 
tive treatment and one became infected and required 
drainage. This last patient had a cesarean section com- 
plicated by a hemolytic blood transfusion reaction. 
She was moribund and anuric for fourteen days and 
had a nonprotein nitrogen level of 320 mg. per 100 
cc. of blood with massive hematoma. After drainage 
the incision closed without herniation. Four super- 
ficial wound infections responded to surgical drain- 
age. 

Two draining sinuses in this series resulted from 
the use of too large a cotton suture and were treated 
by removal of the offending material. 

In closing the oblique muscles in the lateral aspect 
of the incision, there is danger of including in the 
suture a branch of the iliohypogastric or twelfth 
thoracic nerve, which may result in the formation of 
a painful trigger point in the lateral end of the inci- 
sion. This occurred four times early in this series and 
required the excision of the constricting suture. 
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ABDOMINAL INCISIONS — Delany & Stephen — continued 


SUMMARY AND CONCLUSIONS 


The advantages of the transverse anatomic incision 
over the vertical incision in the lower part of the 
abdomen are enumerated. 


The anatomy of the lower anterior portion of the 
abdominal wall is reviewed with particular reference 
to an anatomic approach. 


The technique of a modified Pfannenstiel incision 
is presented in detail. Variations in this technique 
under particular circumstances are described. 


Three hundred cases of disease of the pelvic or 
lower abdominal area in which this incision was rou- 
tinely used are reviewed as to the type of surgical 
procedure and the incidence of wound complications. 
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MATERNAL NUTRITION AND CHILD HEALTH REPORT 


A report by the National Research Council ‘Maternal 
Nutrition and Child Health” insists that little progress has 
been made in any country during the past fifty years in re- 
ducing deaths of infants under 1 month of age, “in spite of 
improved obstetrical skill and increased hospital deliveries.” 


The authors, Drs. Kirsten Utheim Toverud and Genevieve 
Stearns and Icie G. Macy, also assert that birth injuries are 
in large part attributable to poor delivery technique or to 
lack of competent medical service and that medical schools 
should consider giving prophylactic pediatrics a broad place 
in curriculums. The report deplores a steady decline in the 
number of nursing mothers and states that lack of knowledge 
of importance in breast feeding and false information con- 
tribute to this situation. 


EARLY SURGERY FOR CEREBRAL PALSY VICTIMS 


Early surgery as an aid to some children affected with 
cerebral palsy was reported at a conference of the United 
Cerebral Palsy Associations in Philadelphia in November. 

Dr. Donald Matson of Harvard Medical School said that 
early detection of blood clots on the surface of the brain and 
surgical removal of the clots had produced health-giving re- 
sults for three hundred children. 


Other subjects discussed at the symposium were the re- 
ported survey to determine the cause of “delivery accidents,” 
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ABSTRACT OF DISCUSSION 


Dr. S. FOSTER MOORE, JR., San Antonio: I have used the 
Pfannenstiel incision, as described by Dr. Delany, for a 
number of years with increasing satisfaction. As he pointed 
out, the incision is highly adaptable for pelvic surgery and 
when its extensions are well understood, the surgeon does 
not need to feel that he is “trapped” with too small an open- 
ing if something unexpected is encountered. Actually, I 
rarely have found it necessary to extend the incision and 
for routine pelvic surgery am never handicapped by lack 
of exposure. The site of the incision gives direct access to 
the pelvis without providing a large opening through which 
the bowel can protrude, alleviating the necessity for a great 
deal of “packing off,” thus saving time and avoiding trauma 
to the intestines. 

In my series, as well as in Dr. Delany's, were more than a 
normal number, I think, of wound hematomas, which em- 
phasizes that if the lower abdominal transverse incision is 
used, greater attention must be given to hemostasis than with 
the median or paramedian incision because of the greater 
vascularity of the area through which the transverse incision 
is made. 

Dr. Delany has mentioned but did not describe in detail 
the Cherney incision. I have been using this technique satis- 
factorily, as Dr. Delany has, in radical hysterectomy and/or 
dissection of the retroperitoneal lymph node but am using it 
increasingly in routine hysterectomy. I have observed that it 
does not require any more time than the Pfannenstiel inci- 
sion and provides marvelous exposure in the pelvis almost 
without packing or retraction. I do not like working through 
a self-retaining retractor and therefore consider the Cherney 
incision a great advantage. 

The manner in which the Cherney and Pfannenstiel tech- 
niques differ is in the handling of the recti muscles. In the 
Pfannenstiel incision the muscles are separated by blunt dis- 
section, whereas in the Cherney modification they are divid- 
ed through the tendinous insertion close to the symphysis 
pubis, after which they are retracted upward and the fascia 
and peritoneum pulled up, also. 


the promising discovery of drugs to help the cerebral palsy 
sufferer to relax, and the results of experiments in the use 


of roentgen rays and drugs which produced cerebral palsy 
in animals. 


International Congress of Physical Medicine 


The International Congress of Physical Medicine will be 
held in London from July 14 to 19, 1952. To be considered 
are the clinical, remedial, prophylactic, and educational as- 
pects of physical medicine and the diagnostic and therapeutic 
methods used in physical medicine and rehabilitation. Appli- 
cations for the provisional program should be addressed to 
the Honorary Secretary, International Congress of Physical 
Medicine (1952) 45, Lincoln’s Inn Fields, London, W. C. 2. 


In an era when the chronic diseases and the health prob- 
lems of the aging are beginning to draw increasing atten- 
tion, we can profit greatly from the experience of tubercu- 
losis control workers. Tuberculosis has many characteristics 
in common with such diseases as heart disease, diabetes, 
and arthritis, as far as program considerations are concerned. 
These include the prospects of early diagnosis, the impor- 
tant social and economic components, the possibility of ex- 
tended periods of hospitalization, and the necessity for re- 
habilitative and restorative services.—Joseph W. Mountin, 
M. D., Pub. Health Reports, February 2, 1951. 








TREATMENT OF TULAREMIA WITH TERRAMYCIN 


ANDREW S. TOMB, M.D., 


PasteureLia infections among 
human beings are not uncommon in the United States. 
Sylvatic plague has been reported from thirteen of the 
western states and Texas, Louisiana, and Florida. In 
these states rodents act as the reservoir hosts. Between 
1900 and 1944, 504 cases of plague occurred in the 
United States, with 63 per cent mortality.? 


Tularemia is primarily a disease of rabbits, hares, 
ground squirrels, wild rats and mice, quail, grouse, 
pheasants, and sheep. In man this disease is known 
chiefly in North America, Europe, Russia, and Japan 
and may be found in the rest of the world. About 
2,000 to 3,000 human cases occur in a year in the 
United States alone, with an estimated mortality of 
5 per cent. The disease is transmitted from animal to 
animal by the bites of flies, fleas, lice, and ticks. 
Human infection is acquired when man comes in 
direct contact with such infected rodents or through 
the bite of the deer fly (Chrysops discalis) or wood 
tick (Dermacentor andersoni). 

Clinically, the disease has a variable manifestation 
such as oculoglandular, ulceroglandular, glandular, 
pulmonary, or typhoidal types.®'° Foshay reported 
specific treatment in the use of immune serum which 
significantly reduced the morbidity and mortality.*: 4 
Penicillin and the sulfonamides have little therapeutic 
effect. Streptomycin intramuscularly in doses from 


0.5 to 1 Gm. daily has promoted recovery and avoided 
complications.' * 5 


Recently the broad spectrum antibiotics have been 
recommended in the management of tularemia.® Pas- 
teurella pestis and Pasteurella tularensis are extremely 
sensitive to terramycin in vitro.‘ In experimental w- 
laremia of mice terramycin had a protective index of 
200 and significantly prolonged life when Pasteurella 
tularensis was injected intraperitoneally,? whereas 
streptomycin and chloramphenicol had far less pro- 
tective action. 


The following is a typicai case report of a patient 
with tularemia who failed to respond to existing 
methods of treatment but was cured immediately 
with terramycin. 


CASE REPORT 


F. S., a 30 year old white man, was exposed to the bites 
of ticks about May 1, 1951. After a short interval he de- 
veloped pain in the left groin and left buttock associated 
with constitutional symptoms of headache, malaise, chills 


Victoria, Texas 

and fever, and generalized aches and pains. He was seen by 
a physician in his home community who did not make a 
diagnosis but prescribed penicillin, the sulfonamides, Aureo- 
mycin, and other medication. There was no change in his 
condition. 

A consultation with another physician resulted in the use 
of additional Aureomycin, so that a total of 8,000 mg. of 
Aureomycin was used. The patient attempted to go back to 
work but felt so fatigued that he was forced to stay in bed. 
In addition to having the previously stated symptoms, he 
became nauseated and vomited. The general symptoms be- 
came worse, the pain in the buttock and groin increased, 
and he began to notice a swelling in the left inguinal region, 
which was tender and extremely painful. The pain in the 
buttock increased, and gradually an ulceration appeared 
and began to discharge serosanguinous pus. At one occa- 
sion the fever was very high, and the patient became de- 
lirious. The generalized aches became more or less localized 
in the back, leg, head, and the eyeballs, and he developed a 
photophobia. The swelling in the groin became more intense 
and painful and these inflamed glands became a major dis- 
comfort. 

On May 19, 1951, the patient was seen by me for the first 
time, with the chief complaint of tender and inflamed glands 
in the left groin and high fever. He stated that his condition 
was becoming progressively worse, that he was extremely 
weak and had dyspnea on exertion, and that the ulcer on the 
buttock, as well as the glandular enlargement in the left 
groin, was extremely painful. He had been having one or 
more chills every afternoon. On further questioning, he 
stated that three days prior to the onset of the illness he had 
been hunting squirrels in the swamps and had been bitten 
by a tick on the left buttock, the bite eventually developing 
into the ulcer. 

Physical examination revealed an acutely ill, well nour- 
ished white man with a temperature of 104.4, pulse 98, and 
respiration 26. The skin was clear with the exception of an 
irregular, faint macular region on the abdomen. There was 
orbital tenderness, and the conjunctiva was red and injected. 
The throat was congested, and glands were palpable in the 
anterior and posterior triangles of the neck. Some moist rales 
could be heard in both bases of the lungs. The heart and 
abdomen were normal. A mass of tender palpable glands in 
the left inguinal region were soft and smooth to the point 
of suppuration. On the left buttock was a punched-out ulcer 
about the size of a quarter, with raised edges which were 
undermined. The crater of the ulcer was filled with yellowish 
sanguinous exudate. 


A tentative diagnosis of tularemia following the bite of a 
tick was made. The blood count was as follows: red blood 
cells 4,400,000, hemoglobin 92 per cent, and white blood 
cells 9,800 per cubic millimeter of blood, with a differen- 
tial count of neutrophils 72 per cent, stab cells 4 per cent, 
segmented cells 68 per cent, lymphocytes 26 per cent, mo- 
nocytes 1 per cent, and eosinophils 1 per cent. The sedimen- 
tation rate was 35 mm. per hour. Agglutination tests for 
typhoid, paratyphoid A, paratyphoid B, and Brucella were 
negative. The Weil-Felix reaction with Proteus X 19 was 
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negative. Agglutination with Pasteurella tularensis in a 
1:320 dilution was positive. 

The patient had taken the last antibiotic preparation May 
14. Terramycin (250 mg. capsules) was administered orally 
in 500 mg. doses every four hours for four doses, then in 
250 mg. doses every four hours. Within twenty-four hours 
he began feeling much better and in forty-eight hours he 
was free of fever. After taking a total of 4,500 mg. of 
terramycin he remained somewhat weak, but on May 22 he 
resumed his duties. The pain in the glands began to subside 
almost immediately and disappeared completely in a week. 
The ulcer began to heal rapidly and disappeared in from 
eight to ten days. A repeated agglutination for Pasteurella 
tularensis on July 28 was positive in a 1:80 dilution. 


SUMMARY 


A case of ulceroglandular tick-borne tularemia in 
which previous treatments by antibiotics, including 
Aureomycin, failed to control or cure the disease is 
reported. An immediate and spectacular response to 
terramycin was observed within a short period (two 
to three days) in the complete absence of supportive 
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treatment, allowing rapid resumption of work by the 
patient. 
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Jan. 22-24, 1952. Dr. John J. Hinchey, P. O. Box 2445, San An- 
tonio, Secy 


New Orleans Graduate Medical Assembly, March 10-13, 1952. Dr. 


Woodard D. Beacham, Room 103, 1430 Tulane Ave., New Or- 
leans 12, Secy. 


North Texas-Southern Oklahoma Fall Clinical Conference, Wichita 
Falls, Dr. E. Aubrey Cox, Hamilton Bldg., Wichita Falls, Chairman. 
Oklahoma City Clinical Society Conference, Oklahoma City. Mrs. 


Muriel R. Waller, 512 Medical Arts Bldg., Oklahoma City 2, 
Executive Secy. 


Postgraduate Medicai Assembly of South Texas, Houston, July 21-23, 
1952. Dr. C. A. Dwyer, Secy., 229 Medical Arts Bldg., Houston 


Texas Academy of Internal Medicine 


The Texas Academy of Internal Medicine met January 19 
and 20 in Galveston. Officers for 1952 elected at the meet- 
ing included Dr. W. C. Dine, Amarillo, president; Dr. A. 
W. Harris, Dallas, vice-president; and Drs. W. E. Jones, 
Texarkana; Herbert Hill, San Antonio; Robert Hettig, Hous- 
ton; and P. K. Smith, Wichita Falls, governors. Dr. John S. 
Chapman, San Antonio, is secretary. 


The following scientific program was presented: 
JANUARY 19 


Geriatrics as a Part of Internal Medicine—Chauncey D. Leake, Ph. D., 
Galveston. 


Investigations of Sodium Metabolism of Heart Disease Under Treat- 
ment—George R. Herrmann, Galveston. 


Lupus Erythematosis—Dr. Clarence S. Livingood, Galveston. 


Basic Factors in the Formation of Thrombi—Mason Guest, Ph. D., 
Galveston. 


Experiences with Gitaligin—Dr. Milton Hejemancik, Galveston. 


Further Studies Concerning the Pathogenesis of Hypertension—Dr. 
Raymond Gregory, Galveston. 


JANUARY 20 


Is Fat a Necessary Constituent in Diet?—Dr. Arild E. Hansen, Gal- 
veston. 


Tuberculous Meningitis—Dr. John W. Middleton, Galveston. 


Tissue Cultures of Pleural Fluids—Charles M. Pomerat, Ph. D., and 
Dr. Edward J. Lefeber, Galveston. 


Clinical Interpretation of Bone Marrow Biopsy—Dr. William C. 
Levin, Galveston. 

The Clinical Significance of Protein Bound Iodine—Dr. Harry Levine, 
Galveston. 


The next meeting will be at the Baker Hotel, Dallas, De- 
cember 6 and 7, 1952. 


UNIVERSITY OF TEXAS MEDICAL BRANCH 


Byron Hendrix, Ph. D., professor of chemistry at the Uni- 
versity of Texas Medical Branch, died January 17 in Gal- 
veston. He had been on the medical faculty for thirty years 
and formerly was chairman of the biochemistry department. 

Otto A. Bessey, Ph. D., has accepted the appointment as 
professor and chairman of the Department of Biochemistry 
and Nutrition of the University of Texas Medical Branch, 
Galveston. He comes from the University of Illinois Med- 
ical Center, Chicago. 

A grant for research in biochemistry amounting to $3,700 
has been made by the Williams-Waterman Fund of the Re- 
search Corporation of New York. The research is under the 
direction of John G. Bieri, Ph. D., associate professor of 
biochemistry and nutrition. 

Drs. Carl and Gerty T. Cori of Washington University 
Medical School, St. Louis, inaugurated the Meyer Bodansky 
Lectures on February 13. The Drs. Cori received the Nobel 


Prize in 1947 for their contributions on carbohydrate me- 
tabolism. 


More than $648,000,000, spent on the 389,000,000 pre- 
scriptions filled in drugstores in the United States last year, 
accounted for less than 18 per cent of the total of drugstore 
sales—The Medical Society of the State of Pennsylvania. 
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New Orleans Graduate Medical Assembly 


The fifteenth annual meeting of the New Orleans Grad- 
uate Medical Assembly will be held in the Municipal Audi- 
torium, New Orleans, March 10-13. 


The program includes eighteen guest speakers, symposiums 
on “Resuscitation” and “Complications of Antibiotic Ther- 
apy and Their Management,” demonstrations of surgical 
techniques on color television, clinicopathologic conferences, 
and one hundred technical exhibits. 


The speakers and their specialties are as follows: 

Dr. LEO V. HAND, Boston, anesthesiology. 

Dr. JOHN H. LAMB, Oklahoma City, dermatology. 

Dr. J. ARNOLD BARGEN, Rochester, gastroenterology. 
Dr. RALPH A. REIS, Chicago, gynecology. 

Dr. CHARLES A. DOAN, Columbus, medicine. 

Dr. JOHN P. MERRILL, Boston, medicine. 

Dr. WILLIAM PARSON, Charlottesville, Va., medicine. 
Dr. JAcoB E. FINESINGER, Baltimore, neuropsychiatry. 
Dr. LEROY A. CALKINS, Kansas City, Kan., obstetrics. 
Dr. HAROLD G. SCHEIE, Philadelphia, ophthalmology. 
Dr. EDWARD L. COMPERE, Chicago, orthopedic surgery. 
Dr. HAYES MARTIN, New York, otolaryngology. 

Dr. JOHN R. SCHENKEN, Omaha, pathology. 

DR. MARGARET M. NICHOLSON, Washington, pediatrics. 
Dr. PAUL C. SWENSON, Philadelphia, radiology. 

Dr. RICHARD B. CATTELL, Boston, surgery. 

Dr. CLAUDE F. DIXON, Rochester, surgery. 

Dr. FRANK C. HAMM, Brooklyn, urology. 

A postclinical tour from March 15 to 29 by plane will be 
conducted to Merida, Yucatan, Mexico. The itinerary also 
includes Mexico City, Cuernavaca, Taxco, and Acapulco. In- 
formation concerning the conference and the tour can be 
obtained from the secretary, Room 103, 1430 Tulane 
Avenue, New Orleans 12, La. 


TEXAS SOCIETY FOR MENTAL HEALTH 


The nineteenth annual conference of the Texas Society for 
Mental Health will be held in Fort Worth, March 6-7. The 
theme of the 1952 conference is “Better Mental Health for 
Texans.” Registration will begin on March 5. 

Guest speakers at the conference are James L. Hymes, 
Ph. D., professor of education, George Peabody College for 
Teachers, Nashville, Tenn; Lillian Gilbreth, Ph. D., indus- 
trial engineer, author, lecturer, Montclair, N. J.; and Willard 
C. Olsen, Ph. D., director, Research Center for Childhood 
Development, University of Michigan, Ann Arbor. 

Dr. Hynes will speak at the opening general session on 
Mental Health—Ceiling Unlimited.” Also he will address a 
meeting of elementary school teachers of Fort Worth on 
March 6. Dr. Gilbreth’s topic at the last evening conference 
is “The Importance of Teamwork.” Dr. Olsen will address 
a meeting of the teachers of Fort Worth on March 7, 
speaking on “Present Day Pressures Affecting the Mental 
Health of Teachers.” 

Dr. Robert H. Felix, director, National Institute of Mental 
Health, Bethesda, Md., will address the general session on 
March 6. His topic will be “The National Mental Health 
Picture.” 

Section meetings are scheduled for Thursday afternoon, 
March 6, and Friday morning, March 7. The program of the 
section on community activities includes “The Family” by 
Mrs. Ona Redman, Dallas, and Bernice Moore, Ph. D., 
Austin; ‘““How Volunteers Can Be Active in Mental Health,” 
Dr. Lewis Barbato, Denver; and “Local Mental Health So- 
cieties, Their Organization, Program, and Projects.” The sec- 
tion on care and prevention of mental illness will hear a 
panel discussion led by Dr. Felix, and an address, ‘“Treat- 
ment of a Hospitalized Patient,’ by Dr. Barbato. 

Topics for the section on education will be ‘Selection, 
Training, and Placement of School Counsellors,” by Virginia 
Hufstedler, Ph. D., consultant, pupil personnel services, 
Texas Education Agency; “Education of Exceptional Chil- 
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dren in Public Schools” and “The Visiting Teacher.” ‘“The- 
ology and Mental Health,” by Albert Outlar, Ph. D., Dallas; 
and “Pastoral Counselling,” by Arthur Donald Bell, Ph. D., 
Fort Worth, will make up the program of the section on 
religion. Mr. William Grant, Jr., Baytown, will lead a panel 
discussion, “The Basis for Good Human Relations” in the 
section on industry. 

In addition to the section meetings, the conference pro- 
gram will include a film showing, an annual membership 


meeting, a research committee symposium, and an industry 
luncheon. 


The registration fee of $2 may be mailed in advance to 
the executive secretary, Mrs. Elizabeth F. Gardner, 2504 
Jarratt Avenue, Austin 3. 


Texas Society of Ophthalmology and 
Otolaryngology 


The twenty-sixth annual session of the Texas Society of 
Ophthalmology and Otolaryngology was held in Austin De- 
cember 7 and 8. Dr. E. D. Dumas, San Antonio, president, 
presided at the business session. Dr. Daniel B. Kirby, New 
York, professor of ophthalmology at New York University, 
and Dr. Albert Furstenberg, Ann Arbor, professor of oto- 
laryngology and dean of Michigan University, were guests. 
The program and speakers were as follows: 


DECEMBER 7 
Ophthalmology 
Dr. L. C. Heare, Port Arthur, Presiding 
Retrolental Fibroplasia—Dr. C. Keith Barnes, Fort Worth. 
Discussion—Dr. Clarence S. Sykes, Galveston. 
Some Observations as to Design and Employment of the Tangent Cur- 
tain—Dr. R. Keith Simpson, Kerrville. 
Discussion—Dr. G. Harmon Brunner, San Antonio. 
Dicumarol in Retinal Venous Occlusion—Dr. Thomas L. Royce, 
Houston. 
Discussion—Dr. Charles R. Lees, Fort Worth. 
Severe Spontaneous Pulsating Unilateral Exophthalmos—Dr. W. Bur- 
bank Woodson, Temple. 
Discussion—Dr. Sanders K. Stroud, Corpus Christi. 
New Procedures in Eyelid Surgery—Dr. Kirby. 


Otolaryngology 


Dr. J. Charles Dickson, Houston, Presiding 
Symposium: Epistaxis 
Etiology, Anatomy, and Surgical Pathology—Dr. Claude C. Cody, 
Ill, Houston. 
Local Treatment of Nose Bleed—Dr. James T. Robison, Austin. 
Treatment of Massive Blood Loss—Dr. Lawrence B. Reppert, San 
Antonio. 
Tumors and Cysts of the Head and Neck of Teratological Origin— 
Dr. Furstenberg. 
Fenestration Surgery: Indications, Hazards, and Results—Dr. Fred- 
erick R. Guilford, Houston. 
Discussion—Dr. John H. Barrett, Houston. 
Split Thickness Grafting of Radical Mastoidectomy Cavity—Drs. 
Ben T. Withers and J. Charles Dickson, Houston. 
Discussion—Dr. J. D. Singleton, Dallas. 


DECEMBER 8 
Ophthalmology 
Dr. John L. Matthews, San Antonio, Presiding 
Symposium: Cortisone in Ophthalmic Disease 
Physiologic Action of Cortisone—Dr. R. A. Hettig, Houston. 
Role of Cortisone in Ocular Allergy—Dr. Weldon O. Murphy, 
Amarillo. 
Experiences with Cortisone—Col. William Sichi, Brooke Army 
Hospital. 
New Devices in Cataract Surgery—Dr. Kirby. 
Familial Aniridia—Dr. Thomas E. Hunt, Paris. 
Discussion—Dr. William J. Snow, Houston. 
Provocative Tests for Glaucoma—Dr. Pearson C. Caldwell, Beaumont. 
Discussion—Dr. Otto L. Zanek, Houston. 


Otolaryngology 
Dr. J. D. Singleton, Dallas, Presiding 
Conservation of Hearing—Dr. June Yates, Corpus Christi. 
Discussion—Dr. T Stafford Love, Dallas. 


Progress in Laryngeal Surgery—Dr. A. Fletcher Clark, San Antonio. 
Discussion—Dr. D. Gatlin Mitchell, Fort Worth. 


Poliomyelitis and Tonsillectomy—Dr. Charles K. Mills, Gainesville. 
Discussion—Dr. A. N. Champion, San Antonio. 

Present Status of Therapy in Otomycosis—Dr. William D. Gill, San 
Antonio, and Dr. E. King Gill, Corpus Christi. 
Discussion—Dr. J. D. Roberts, Jr.. Longview. 

Vertigo: Its Etiology and Treatment—Dr. Furstenberg. 


Other activities included a luncheon and style show for 
the physicians’ wives, a cocktail party, a banquet and dance. 

Officers for 1952 elected at the meeting were Drs. J. 
Charles Dickson, Houston, president; Burbank Woodson, 
Temple, first vice-president; Clarence S. Sykes, Galveston, 
second vice-president; Lyle Hooker, Houston, secretary; and 
J. D. Singleton, Dallas, treasurer. Counsellors include Drs. 
A. J. Streit, Amarillo, chairman; E. D. Dumas, San Antonio; 
V.R. Hurst, Longview; and H. H. Harris, Houston. 

The 1952 annual meeting will be held in December in 
Houston. 


TEXAS RADIOLOGICAL SOCIETY 


The thirty-ninth annual meeting of the Texas Radiological 
Society was held in Houston January 18 and 19 with one 
hundred and eight members and guests in attendance. Dr. 
Curtis H. Burge, Houston, president, presided at the open- 
ing meeting. 

Newly elected officers are Dr. Robert D. Moreton, Fort 
Worth, president; Dr. J. E. Miller, Dallas, president-elect; 
Dr. E. F. Lyon, Jr., San Antonio, first vice-president; and 
Dr. Martin Schneider, Galveston, second vice-president. 

The guest speakers included Dr. David G. Pugh, section 
on radiology, Mayo Clinic, Rochester; Dr. Edward B. D. 
Neuhauser, associate professor of radiology, Harvard Med- 
ical School, Boston; Dr. Wendell G. Scott, associate pro- 
fessor of clinical radiology, Washington University School 
of Medicine, St. Louis, Mo.; and Dr. Isadore Lampe, pro- 


fessor of radiology, University of Michigan Medical School, 
Ann Arbor. 


The scientific program was as follows: 
JANUARY 18 

Roentgen Diagnosis of Carcinoma of the Pancreas—Dr. John P. Mc- 
Graw, Houston. 

Roentgenologic Manifestations of Brucellosis—Dr. Pugh. 

Diagnosis of Congenital Heart Disease by Simple Means—Dr. Neu- 
hauser. 

Angiocardiography and Aortography in Congenital Malformations of 
the Heart—Dr. Scott. 

The Concepts of Radiosensitivity and Radiocurability in Cancer Treat- 
ment—Dr. Lampe. 


Diagnosis and Treatment of Malignancy in Childhood—Dr. Neu- 
hauser. 


Radioactive Iodine (I-131) in the Treatment of Hyperthyroidism— 
Dr. Scott. 

The Use of Radioactive Isotopes and the Scintillation Counter in the 
Localization of Brain Tumors—Dr. Moses Ashkanazy, Houston. 


JANUARY 19 


Duodenal Ulcers—Dr. L. M. Vaughan, Houston. 

Diagnosis of Congenital Lesions of the Gastrointestinal Tract—Dr. 
Neuhauser. 

Some Vagaries of Malignant Neoplasia—Dr. Lampe. 

Osteoporosis and Osteomalacia—Dr. Pugh. 

Cerebral Angiography—Dr. Scott. 

Certain Manifestations of Rheumatoid Spondylitis—Dr. Pugh. 

Evaluation of Radiotherapy in the Treatment of Carcinoma of the 
Uterus—Dr. Lampe. 

Surgical Lesions of the Chest—Dr. Howard T. Barkley, Houston. 


A cocktail party and banquet were held Friday evening. 
A luncheon and a coffee for the wives of physicians attend- 
ing were given. 

The next meeting will be held in San Antonio in January, 
1953. 


Fifth American Congress on Obstetrics and Gynecology 
The Fifth American Congress on Obstetrics and Gynecol- 
ogy will be held in Cincinnati, March 31 to April 4. The 


meeting is under the auspices of the American Committee 
on Maternal Welfare. 


TEXAS State Journal of Medicine 








yr. 


the 


ng. 
id- 


ry, 


-ol- 
The 
tee 





Dallas Clinical Conference 


The Dallas Southern Clinical Society will hold its twenty- 
first annual spring clinical conference March 17-20 in Dal- 
las. Registration, which is open to any physician in good 
standing with his county. and state medical societies, is $20, 
which will include the postgraduate lectures, panel discus- 
sions, round-table luncheons, clinicopathologic conference, 
motion pictures, exhibits, and annual clinic banquet. 


The guest speakers include the following: 

Dr. GEORGE N. AAGAARD, Dallas, dean, Southwestern Medical 
School of the University of Texas. 

Dr. RAYMOND D. ADAMS, Boston, associate clinical professor of 
neurology, Harvard Medical School. 

Dr. ARTHUR W. ALLEN, Boston, consultant, Massachusetts Eye 
and Ear Infirmary. 

Dr. JAMES H. ALLEN, New Orleans, professor of ophthalmology, 
Tulane University of Louisiana. 

Dr. WALTER P. BLOUNT, Milwaukee, orthopedic surgeon, Co- 
lumbia and Milwaukee Children’s Hospital. 

Dr. JOSEPH H. BOYES, Los Angeles, assistant clinical professor of 
surgery, University of Southern California. 

Dr. WILLIAM B. CASTLE, Boston, professor of medicine, Harvard 
University. 

Dr. O. T. CLAGETT, Rochester, Minn., head of section, Division 
of Surgery, Mayo Clinic. 

Dr. GEORGE C. GRIFFITH, Los Angeles, professor of medicine 
(cardiology), University of Southern California. 

Dr. ELMER HEss, Erie Pa., Chief, Urological Department, St. 
Vincent’s Hospital and Hamot Hospital. 

Dr. HORACE L. HODES, New York, pediatrician-in-chief, Mount 
Sinai Hospital. 

Dr. CurTIs J. LUND, New Orleans, professor and head, Depart- 
ment of Obstetrics and Gynecology, Louisiana State University School 
of Medicine. 

Dr. EUGENE P. PENDERGRASS, Philadelphia, professor of radiol- 
ogy, University of Pennsylvania. 

Dr. A. D. RUEDEMANN, Detroit, director, Kresge Eye Institute. 

Dr. JASON P. SANDERS, Shreveport, president, American Academy 
of General Practice. 

Dr. GEORGE E. SHAMBAUGH, JR., Chicago, professor and head, 
Department of Otolaryngology, Northwestern University. 

Dr. Cyrus C. STURGIS, Ann Arbor, professor of internal medi- 
cine, University of Michigan. 

Dr. THEO. E. WALSH, St. Louis, professor and head, Department 
of Otolaryngology, Washington University Medical School. 


Physicians planning to attend the Dallas conference should 
make their hotel reservations directly with the hotel of their 
choice. Meetings of the conference will be held in the 
Adolphus and Baker Hotels. 

Dr. Cecil O. Patterson, director of clinics, is chairman of 
the program committee. Additional information may be ob- 


tained from the Executive Secretary, 433 Medical Arts Build- 
ing, Dallas 1. 


Texas Rheumatism Association 


Dr. Robert H. Mitchell, Fort Worth, was elected president 
of the Texas Rheumatism Association at its fourth annual 
meeting held January 18 in Galveston. Other officers select- 
ed at that time were Drs. J. C. Crager, Beaumont, first vice- 
president; C. T. Stone, Jr., Galveston, second vice-president; 
and Charles H. Cornwell, Marlin, secretary-treasurer. 


The scientific program presented was as follows: 


Acrylic Prosthetic Appliances for Arthritic Involvement of the Hip— 

Dr. G. W. N. Eggers, Galveston. 

Brachial Plexus Pain Syndrome—Dr. S. R. Snodgrass, Galveston. 
Rheumatic Fever in Children—Dr. Arild E. Hansen, Galveston. 
Symposium on Rheumatic Fever in Adults and Children: 

Rheumatic Fever in Adults—Dr. Howard C. Coggeshall, Dallas. 

Cardiac Considerations—Dr. George Herrmann, Galveston. 

Pathology—Dr. John H. Childers, Galveston. 

Treatment in Children—Dr. Hansen and staff, John Sealy Hos- 
pital, Galveston. 

Treatment in Adults—Dr. Coggeshall. 

Experiences with Hormonal Treatment of Rheumatic Diseases— 
Dr. Edward F. Rosenberg, assistant professor of medicine, Uni- 
versity of Chicago School of Medicine, Chicago. 

The next meeting will be held in December 1952 in 

Dallas. 
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Spring Pediatric Postgraduate Seminar 


The Department of Pediatrics, Baylor University College 
of Medicine and the Texas State Department of Health will 
sponsor a spring Pediatric Postgraduate Seminar in Houston 
April 14-18. 

Guest speakers will include Drs. John Caffey, professor 
of clinical pediatrics, Columbia-Presbyterian Medical Center, 
New York; Harold W. Dargeon, chairman, Tumor Registry 
of the American Academy of Pediatrics, New York; L. J. 
Geppert, Lt. Col., M. C., chief, pediatric division, Brooke 
Army Medical Center, Fort Sam Houston; Frances Ilg, act- 
ing director, Gesell Institute of Child Development, New 
Haven; William G. Klingberg, instructor in pediatrics, 
Washington University School of Medicine, St. Louis, Mo.; 
A. J. Rhodes, research associate, Connaught Medical Re- 
search Laboratories, Toronto, Canada; and Helen B. Taussig, 
Cardiac Clinic, Harriet Lane Home, Baltimore. 

The program to be presented includes seven seminars. 
Serving as moderators for these panels will be Drs. Russell 
J. Blattner, E. B. Brandes, Jack R. Hild, George W. Salmon, 
C. W. Daeschner, Fred M. Taylor, David Greer, John K. 
Glen, James H. Park, Jr., and Joseph A. Stool, all of 
Houston. 

Physicians wishing to register may do so by writing Dr. 
Russell J. Blattner, Department of Pediatrics, Baylor Uni- 
versity College of Medicine, Houston. Registration is not 
limited and no tuition fees will be charged. 


PERSONALS 


Dr. F. J. L. Blasingame, Wharton, member of the Boards 
of Trustees of the Texas Medical Association and of the 
American Medical Association, recently was elected chair- 
man of the Committee on Legislation of the A.M.A. Dr. 
Blasingame represents Texas, Oklahoma, Louisiana, and Ar- 
kansas on the committee. 

Dr. James T. Mills, Dallas, was named president-elect of 
the American Society of Plastic and Reconstructive Surgery 
at the November meeting in Colorado Springs, announces 
the Dallas Medical Journal. 

Dr. Milford O. Rouse, Dallas, chairman of the Council 
on Medical Education and Hospitals of the Texas Medical 
Association, participated in a symposium on new methods 
of graduate teaching on the program of the annual meeting 
of Associated State Postgraduate Committees of state medical 
societies held February 8 in Chicago. 

Dr. James Lewis Pipkin, San Antonio, participated in a 
panel discussion on “Antifungus Measures” at the annual 


‘meeting of the American Academy of Dermatology and 


Syphilology in Chicago in December, states the San Antonio 
Light. 

Dr. Charles T. Brown, Lt. Col., M. C., Fort Sam Houston, 
recently was certified as a diplomate by the American Board 
of Psychiatry and Neurology. 

Dr. Vincent Vermooten, Dallas, was a guest speaker at the 
New England Section, American Urological Association in 
Boston on November 8, states the Dallas Medical Journal. 

Dr. Charles Hooks, Galveston, was awarded first prize for 
his scientific exhibit at the South Central Section of the 
American Urological Association meeting in Houston in No- 
vember, reports the Galveston Tribune. 

Dr. Howard C. Coggeshall, Dallas, was a recent speaker 
at the postgraduate course on “Arthritis and Allied Rheu- 
matic Disease” held at the Army and Navy General Hos- 
pital, Hot Springs, Ark., informs the Dallas Medical Journal. 

Dr. John W. Long, Port Arthur, medical director for the 
Gulf Refinery in Port Arthur for more than twenty years, 
has been named medical director for the Gulf Oil Corpora- 
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tion and has assumed his new post in Philadelphia, informs 
the Port Arthur News. 

Dr. Karl B. King was installed as president of the Dallas 
Charity Horse Show Association, announces the Dallas Med- 
ical Journal. 

Dr. J. H. Allen, Justin, was honored December 1 at an 
open house in honor of his fifty years of service to the com- 
munity, according to the Denton Record-Chronicle. 

Dr. Truett C. Boles, Midland, and Miss Verdia Beth Edier, 
Lubbock, were married in November, according to the 
Avalanche Journal. 

Dr. Christine Zarafonetis, Forney, was married to Mr. 
Owen Walker, Forney, November 18, the Weatherford 
Herald reports. 

Dr. and Mrs. Jack M. Weatherford, San Antonio, and 
Dr. and Mrs. C. J. Torno, Pasadena, are among the list of 
new parents reported by the Alumni Bulletin of the Univer- 
sity of Texas Medical Branch. The Weatherfords have a 
daughter and the Tornos’ arrival is a son. Dr. and Mrs. 


PACKAGE SERVICE 


The package library consists of collections of reprints and 
other periodical material on various subjects, prepared for 
lending to members of the Association. Request for packages 
should be addressed ‘‘Library, Texas Medical Association, 700 
Guadalupe Street, Austin, Texas.”” Twenty-five cents in stamps 
should be enclosed with the request to cover postage and part 
of the expense of collecting the material. Packages are allowed 
to remain in the hands of the borrower for 14 days. 


ACCESSIONS 


The following additions were made to the Library during 
January: 

Reprints received, 924. 

Journals received, 312. 

Books received, 17. 

1951 Yearbook of Drug Therapy, Beckman, editor; 
Pathology of the Fetus and the Newborn, Potter, Yearbook 
Publishers, Chicago. 

Malaria, Its Diagnosis, Treatment and Prophylaxis, Bisp- 
ham; The Child in Health and Disease, ed. 2, Grulee and 
Eley; Textbook of Clinical Pathology, ed. 4, Miller; Clinical 
Practice in Infectious Diseases, ed. 4, Harries and Mitman; 
Williams and Wilkins, Baltimore. 

Physicians’ Desk Reference, 1952, Jones, editor and pub- 
lisher, Medical Economics, Inc., Rutherford, N. J. 

Standard Nomenclature of Diseases and. Operations, 
Plunkett; Liver Disease, Ciba Foundation, Wolstenholme, 
editor, Blakiston Company, Philadelphia. 

Battle for Mental Health, Moloney, Philosophical Library, 
New York. 

Introduction to Medical Science, Jensen and Noller, C. V. 
Mosby Company, St. Louis. 

Diabetes Mellitus, Eli Lilly Co., Lakeside Press, R. R. 
Donnelley and Son, Chicago. 

Antibiotic Therapy, Sulfonamide Therapy, Eli Lilly Com- 
pany, Indianapolis. 

Endocrine Functions of the Pancreas, Zimmerman; Urine 
and the Urinary Sediment, Lippman, Charles C. Thomas 
Company, Springfield, Ill. 

American Cancer Society, Inc., Collected Reprints, 1948, 
vols. I and II, American Cancer Society, Medical and Scien- 
tific Library, New York. 


Claude Carr Cody III, Houston, have a new son, says the 
Medical Record and Annals. New arrivals in Fort Worth 
according to the Tarrant County Auxiliary Bulletin include 
a daughter to Dr. and Mrs. Cyrus Worrall and sons to Dr. 
and Mrs. Charles Robinson, Dr. and Mrs. Oscar L. Morphis, 
and Dr. and Mrs. Jack Riley. 

Recent deaths were Dr. Henry Elbert Stout, father of Dr. 
Sidney E. Stout, Fort Worth, and E. M. Cyrus, Sr., father of 
Dr. Munsey Cyrus, Fort Worth. 


INTERNATIONAL COLLEGE OF SURGEONS 


Six regional meetings of the United States Chapter, Inter- 
national College of Surgeons, have been scheduled for 1952. 
One of the meetings will be held March 28 at Tulsa at the 
Mayo Hotel with Dr. Andre B. Carney, Tulsa, as chairman. 

The other meetings are scheduled in Pittsburgh, March 
13-14; Detroit, April 24-25; Kansas City, Mo., April 27-29; 
and Colorado Springs, May 2-3. The first regional meeting 
was in Birmingham February 15-16. 


SUMMARY OF SERVICE 


Borrowers by mail, 63. 
Packages mailed, 76. 
Films loaned, 58. 


MOTION PICTURE FILM LIBRARY 


Motion picture films on medical subjects, 16 mm., both 
silent and sound, some in color, and suitable for either med- 
ical or lay audiences, are available for loan to county medical 
societies, hospital staffs, or individual physicians, on request. 
Borrowers will be requested to pay only the cost of shipment 
of the films, by express, with insurance, and for any damage 
to films in the hands of the borrower. 

Request for films should be addressed to “Motion Picture 
Film Library, Texas Medical Association, 700 Guadalupe 
Street, Austin, Texas.’’ A list of available films with descrip- 
tions, will be furnished on request. 


Local users, 51. 
Local packages, 28. 


The following motion pictures were loaned by the Library 
during the month of January: 

Accent on Use (National Foundation for Infantile Paral- 
ysis) Hendrick Memorial Hospital School of Nursing, 
Abilene. 

Anemias, The (Lederle Laboratories )—The University of 
Texas Medical Branch, Galveston. 

Anesthesia, Low Spinal (Modified Saddle Block) in Ob- 
stetrics (Ciba Pharmaceutical Products, Ime:)—Dr. W. F. 
Parsons, Fort Worth. 

Anesthesia, Regional (Winthrop-Stearns, Inc. )—Baylor 
University Pre-Medical Club, Waco. 

Antitoxins, Globulin Modified (Lederle Laboratories )— 
The University of Texas Medical Branch, Galveston. 

Appendicitis in Childhood (Mead Johnson)—Hamlin 
Memorial Hospital, Hamlin. 

Appraisal of the Newborn (Mead Johnson) — Milam 
County Medical Society, Cameron. 

As Others See Us (American Hospital Association ) —Ed- 
wards County Memorial Hospital, Rocksprings. 

Ascorbic Acid and Scurvy (Mead Johnson)—The Uni- 
versity of Texas, Austin. 

Aureomycin, The Versatile Antibiotic (Lederle Labora- 
tories) —St. Francis Hospital Staff Meeting, Brenham. 

Bleeding Tendency, Methods for Determination of (Mead 
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Johnson )—The University of Texas Medical Branch, Gal- 
veston. 

Blood Transfusion, Technique of (Mead Johnson)—The 
University of Texas Medical Branch, Galveston. 

Breast Self Examination (American Cancer Society )— 
Dr. C. G. Goddard, Bastrop. 

Bronchial Asthma (E. Fougera and Company )—The 
University of Texas Medical Branch, Galveston. 

Cesarean Section, Low Cervical (Mead Johnson)—Pate 
Clinic, Paducah. ; 

Cholecystectomy (Mead Johnson)—Dr. J. W. Morrisset, 
Wylie. 

Diagnosis of Poliomyelitis (National Foundation for In- 
fantile Paralysis) —-Dr. W. F. Parsons, Fort Worth, and 
Edwards County Memorial Hospital, Rocksprings. 

Diphtheria and Croup (Lederle Laboratories )—Scott and 
White Memorial Hospitals School of Nursing, Temple. 

Dysmenorrhea, Primary (G. D. Searle and Company ) — 
Dr. J. W. Morrisset, Wylie, and Edwards County Memorial 
Hospital, Rocksprings. 

Empyema, Treatment of (Mead Johnson)—The Univer- 
sity of Texas Medical Branch, Galveston. 

Eyes for Tomorrow (Hurst Eye, Ear, and Throat Clinic) 
—Gonzales High School, Gonzales. 

Eyes, Your Children’s (British Information Services) — 
Gonzales High School, Gonzales. 

From Moo to You (Borden Company )—Gonzales High 
School, Gonzales. 

Functional Anatomy of the Hand (National Foundation 
for Infantile Paralysis)—-St. Francis Hospital Staff Meet- 
ing, Brenham, and .North Texas Section, American Physical 
Therapy Association. 

Gastrectomy, Safer (Billy Burke Productions)—Dr. W. 
F. Parsons, Fort Worth. 

Gastro-Intestinal Cancer: The Problem of Early Diagnosis 
(American Cancer Society )—Hendrick Memorial Hospital, 
Abilene, and Williamson County Medical Society, Taylor. 

Hemicolectomy for Carcinoma of the Right Side of the 
Colon (Dr. Philip Thorek)—Pate Clinic, Paducah. 

Here’s Health the American Way (American Medical 
Association )—Advanced Human Physiology Class, The Uni- 
versity of Texas, Austin. 

Hidden Hunger (Swift and Company)—Gonzales High 
School, Gonzales. 

Human Fertility, Studies in (Ortho-Products )—Bracken- 
ridge Hospital, Austin. 

Immunization Against Infectious Diseases (Lederle Lab- 
oratories )—-Lamar State College of Technology, Beaumont. 

Magic Bullets (United States Public Health Service) — 
Gonzales High School, Gonzales. 

Malaria (British Information Services) The University 
of Houston, Houston. 

Management of the Failing Heart (Varick Pharmacal 
Company, Inc. )—Littlefield Hospital and Clinic, Littlefield. 

On Our Own (National Foundation for Infantile Paral- 
ysis )—-Scott and White Memorial Hospital School of Nurs- 
ing, Temple. 

Pregnancy, Multiple (Mead Johnson) —Southwestern Pre- 
Medical Association, Georgetown. 

Pyloric Stenosis, Congenital, Surgical Treatment for (Dr. 
Philip Thorek) —Wilson N. Jones Hospital Staff, Sherman. 

Rickets and Scurvy, Incidence of (Mead Johnson) —The 
University of Texas, Austin. 

Scarlet Fever (Lederle Laboratories)—Scott and White 
Memorial Hospitals School of Nursing, Temple. 

Skin Grafting of Extensive Burns (Eaton Laboratories )— 
Dilley Clinic-Hospital, Dilley; Medical and Surgical Clinic, 
Sherman; and Wilson N. Jones Hospital Staff, Sherman. 
Splenic Flexure Carcinoma, Surgical Treatment for, with 
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Solitary Liver Metastasis (Dr. Philip Thorek )—Advanced 
Human Physiology Class, The University of Texas, Austin. 

Spontaneous Delivery (Mead Johnson) — Southwestern 
Pre-Medical Association, Georgetown. 

Sutures Since Lister (Johnson and Johnson) —Littlefield 
Hospital and Clinic, Littlefield. 

Techniques of Injection (Becton, Dickinson and Com- 
pany )—Hamlin Memorial Hospital, Hamlin. 

They Also Serve (American Medical Association) — 
Disaster Committee, Cameron-Willacy Counties Medical So- 
ciety, Harlingen, and 10th Regiment, Texas State Guard 
Staff, Austin. 

Urinary Antisepsis, Progress in (Mead Johnson)—Dr. C. 
G. Goddard, Bastrop. 

Varicose Veins, Treatment of (G. D. Searle and Com- 
pany)—Dr. W. F. Parsons, Fort Worth, and Edwards 
County Memorial Hospital, Rocksprings. 


BOOK NOTICES 





‘Thromboembolic Conditions and Their Treatment with Anti- 
coagulants 


CHARLES D. MARPLE, M. D., Assistant Clinical Pro- 
fessor, Division of Medicine, University of California 
Medical School, San Franctsco; and IrvING S. 
WRIGHT, M. D., Professor of Clinical Medicine, Cor- 
nell University Medical College, and Attending 
Physician at the New York Hospital, New York 
City. First edition. Fabrikoid, 393 pages. $8.50. 
Springfield, Ill., Charles C. Thomas, 1950. 

The authors of this book have done a good job of sum- 
marizing current knowledge of thromboembolic phenomena 
and the use of anticoagulants in treatment of them. This 
monograph should be useful for the clinician engaged es- 
pecially in the treatment of heart disease and also to all 
practitioners because thromboembolic conditions occur so 
frequently. 

The book deals with treatment rather than diagnosis. An 
abundance of information is presented in tables, and the text 
gives specific information on physiology, pathology, anti- 
coagulants, dosage, complications of overdosage, causes for 
failure, and so forth. There is also space devoted to tech- 
niques for laboratory procedures necessary in using anti- 
coagulants for treatment. 

Because this book deals in a satisfactory manner with a 
topic of relatively recent origin, it should find ready ac- 
ceptance. 


“Indications for and Results of Splenectomy 


FREDERICK A. COLLER, M. D., ALEXANDER BLAIN, 
Ill, M. D., and GOULD ANDREWS, M. D., Depart- 
ment of Surgery and Medicine, University of Mich- 
igan Medical School, Ann Arbor. Lexide, 100 pages. 
$2.25. Springfield, Ill., Charles C. Thomas, 1950. 

The authors reviewed all the cases in which elective 
splenectomy was performed at the University of Michigan 
during the past fifteen years. That review is the basis for this 
monograph. 

The known and alleged functions of the spleen are given 
first consideration. Characteristic changes seen in the blood 
after removal of the normal and diseased spleen and the ef- 
fect of the procedure on the red cells, white cells, and plate- 
lets are reviewed. Disorders involving the spleen and asso- 
ciated with blood changes are tabulated. The two concepts of 
abnormal functioning of the spleen in these diseases are 
presented: abnormal phagocytic activity and excessive hor- 
monal regulation from the spleen. The various diseased 





1A. G. McGill, M. D., Bryan. 
2Joe T. Gilbert, M. D., Austin. 
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processes in which splenectomy has been used as part of the 
treatment are discussed separately. 

After the discussion of each disease entity, the authors’ 
own cases involving splenectomy are presented. The results 
are given and each death is discussed. 

Splenectomy was performed as a therapeutic measure in 
the following disease conditions: thrombocytopenic purpura, 
hereditary and acquired spherocytic anemia, Banti’s syn- 
drome, Gaucher’s disease, splenic cysts, Felty’s syndrome, 
splenomegaly of miscellaneous or unknown origin, hypoplas- 
tic anemia, Cruveilhier-Baumgarten disease, hypersplenism 
with splenomegaly and atypical reticuloendothelial hyper- 
plasia, lupus erythematosis, and spontaneous rupture in in- 
fectious mononucleosis. 

The overall hospital mortality for the authors was 7.6 per 
cent; complete eventual mortality associated with disease in 
which splenectomy was performed was 16 per cent. 

It is pointed out that splenectomy offers a fairly specific 
cure for thrombocytopenic purpura, congenital and some ac- 
quired hemolytic anemias, and the few selected cases of 
Banti’s syndrome. These conditions are cited as those in 
which most beneficial effects were achieved. The advantages 
of splenectomy in the other diseased conditions are discussed. 
It is pointed out that mortality could be reduced if transfu- 
sions were employed more vigorously in patients with throm- 
bocytopenic purpura and withheld with equal vigor in 
hereditary anemias during hemoplastic crises. 

A plea is made for early operation in cases of thrombo- 
cytopenic purpura, in some cases of Banti’s disease, and in 
congenital and acquired hemolytic anemias. The hazards of 
mesenteric thrombosis in splenectomy is recalled. The authors 
discuss the possible use of anticoagulant therapy. The neces- 
sity for a thorough surgical removal of accessory spleens is 
presented and a brief section is devoted to discussion of the 
technique of splenectomy. Careful selection of patients for 
splenectomy, according to the authors, is essential. 


®Primer on Fractures 


Prepared by the SPECIAL EXHIBIT COMMITTEE ON 
FRACTURES in cooperation with the Committee on 
Scientific Exhibit of the American Medical Associa- 
tion. Sixth edition. Cloth, 105 pages. $2. New York, 

Paul B. Hoeber, Inc., 1951. 
This book presents many pertinent basic principles in the 
treatment of the more common fractures. Numerous simple 
diagrams and drawings help to clarify the presentation. The 


book, written primarily for students and general practition- 
ers, adheres to simplicity. 


“An Atlas of Normal Radiographic Anatomy 


ISADORE MESCHAN, M. A., M. D., Professor and 
Head of the Department of Radiology, University of 
Arkansas School of Medicine. Cloth, 569 pages. $15. 
Philadelphia, W. B. Saunders Company, 1951. 

A complete work correlating living anatomy with radiog- 
raphy, this book should be of great value to the radiologist 
and anatomist alike. The author has demonstrated carefully 
radiographic positioning necessary to study the various ana- 
tomic structures, thereby making the book of practical value 
to the general practitioner and the x-ray technician. This 
feature does not detract from the book’s value to the ra- 
diologist’s library. 

Specifically, the work contains a short, concise section on 
physics which is correspondingly incomplete. It deals ade- 
quately with the extremities and spine with the possible 
exception of details about the talocalcaneal joint which are 
of such importance to the orthopedist. The sections on the 
skull and its contents are complete, comprising almost one- 
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fourth of the volume. To some readers this section may seem 
overemphasized. Sections on the chest, vascular system, gas- 
trointestinal tract, abdomen, urinary tract, and genital system 
are good. The author does fail to mention some of the most 
simple methods of cephalopelvic measurement and does not 
detail the best method for study of the colon, properly exe- 
cuted double contrast studies. 


This atlas is well organized and adequately illustrated. 


“Peptic Ulcer (Postgraduate Medicine and Surgery) 


DAVID J. SANDWEISS, M. D., F.A.C.P., Associate At- 
tending Physician, Division of Internal Medicine, 
Harper Hospital, Detroit, and an editorial commit- 
tee. Cloth, 695 pages. $15. Philadelphia, W. B. 
Saunders Company, 1951. 

This book represents the combined efforts of eighty-seven 
authorities who have endeavored to present a complete and 
concise discussion of the problems of peptic ulcer. The 
American Gastroenterological Association is to be commend- 
ed for making this text available. Those physicians interested 
in basic science will find brief but complete sections on 
anatomy and physiology, and pathogenesis and etiology. 

Practitioners will be interested especially in the sections 
dealing with current medical and surgical treatment. The 
chapters on commonly used drugs, hormones, vagotomy, and 
electrolyte disturbances will be of value to both medical and 
surgical specialists in the management of difficult ulcer 
problems. The bibliographies will serve as an excellent 
source of material for the essayist and the researcher. 

One of the better books dealing with every phase of the 
ulcer problem, this volume is authoritative and should be a 
valuable adjunct to every physician’s library. 


"Rosenau Preventive Medicine and Hygiene 


KENNETH F. MAxcy, M. D., Dr.P.H., Professor of 
Epidemiology, Johns Hopkins University, School of 
Hygiene and Public Health, Baltimore. Seventh edi- 
tion. Cloth, 1,447 pages. $14. New York, Appleton- 
Century-Crofts, Inc., 1951. 

When the first edition of this book appeared in 1913, Dr. 
Milton J. Rosenau stated, ‘This book has been written. in 
response to a demand for a treatise based upon modern prog- 
ress in hygiene and sanitation. The work is planned to in- 
clude those fields of the medical and related sciences which 
form the foundation of public health work.” 

Dr. Rosenau’s sixth and last edition appeared in 1935, 
but Dr. Maxcy and his collaborators have succeeded in pre- 
serving much of the character of the old book, well known 
to those interested in public health work. In view of many 
advances and new developments, some parts of the book have 
been revised extensively or rewritten. Several new chapters 
have been added. 

The contents of the book have been compiled under sec- 
tions on prevention of communicable diseases; nutrition 
and deficiency diseases; maintenance of health and preven- 
tion of disability; food sanitation; environmental medicine; 
industrial hygiene, diseases of occupation; sanitary control 
of water supplies, sewage, and refuse disposal; methodology; 
and public health organization and activities. 

Attention is given to the prevention of diseases of non- 
infectious etiology, the maintenance of health in middle and 
old age, and provisions of the community for treatment and 
rehabilitation of the sick and the physically or mentally 
handicapped. 

References are abundant, immediately at hand, and appear 
to have been selected carefully so that the interested reader 
has an opportunity both to pursue the subject in review ar- 
ticles containing extensive bibliographies and to follow the 
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latest development of recent work. There is a good table 
of contents. The value of the index is enhanced by the use 
of the bold face italic type in referring to the numerous 
illustrations and tables. 


The appearance of this book will be welcomed by phys- 
icians who wish to have for handy reference an authoritative 


text on preventive medicine, sanitation, hygiene, and public 
health. 


"The Pharmacologic Principles of Medical Practice 

JOHN C. KRANTZ, JR., Professor of Pharmacology, 
School of Medicine, University of Maryland; Secre- 
tary of the General Committee of Revision of the 
United States Pharmacopeia 1940-1950; and C. 
JELLEFF CARR, Associate Professor of Pharmacology, 
School of Medicine, University of Maryland; Auxil- 
tary of the General Committee of Revision of the 
United States Pharmacopeia 1940-1950. Second edi- 
tion. Cloth, 1,086 pages. $10. Baltimore, Williams 
and Wilkins Company, 1951. 


The second edition of this book is an improvement of the 
first, typographical errors having been corrected and new 
material added. The book is written primarily from the 
pharmacologic and pharmaceutical viewpoint. Although stress 
is placed on the clinical significance and usage of drugs, this 
aspect of the subject is the weakest part of the book. How- 
ever, the authors, neither of whom is a physician, have 
sought the aid of a group of their clinical friends to review 
the sections of the book covering their fields of interest. 


In general the book is up to date, is well printed, and can 
be recommended to the clinician seeking a scientific basis 
for his use of drugs. Advances in pharmacology and thera- 
peutics have been so rapid in recent years that the intelligent 
physician must resort more and more to texts in pharmacol- 
ogy if he is to keep abreast of his field and not depend en- 
tirely on the biased and uncritical information presented 
him by the commercial drug salesman. 


“Psychosomatic Gynecology: Including Problems of Obstetrical 
Care 


WILLIAM S. KROGER, M. D., Assistant Clinical Pro- 
fessor of Obstetrics and Gynecology, Chicago Medical 
School, and S. CHARLES FREED, M. D., Adjunct in 
Medicine, Mount Zion Hospital, San Francisco. Cloth, 
487 pages. $8. Philadelphia, W. B. Saunders Com- 
pany, 1951. 


The authors’ stated purpose in this volume is to stress the 
importance of emotional factors in the etiology of female 
disorders, and stress it they do. Since they appear to be 
Freudians, it is obvious what a fertile field they have to 
work. The large body of physicians who regard Freud and 
his followers with amazed incredulity that sane adults could 
believe such stuff will find many parts of this book a new 
cause for wonder. From such authors the implication that a 
frigid woman resents her daughter’s marriage because the 
daughter represents a penis that the mother might lose or 
that menstrual cramps result from a guilt complex over early 
childhood masturbation is not unexpected. But for a prac- 
ticing gynecologist and an endocrinologist to so imply that 
emotions are the main cause of pelvic disease as to make the 
understatement, “It is also not inconceivable that organic 
lesions, such as fibroids, polyps or other lesions may result 
in abnormal uterine bleeding, especially when severe emo- 
tional turbulence is present” makes one wonder whether ap- 
parently rational statements in the book are not based on the 
same type of thinking. 


The first section deals with prenatal influences of ma- 
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ternal emotions on the fetus and includes mostly speculative 
conclusions. There follows a chapter on postnatal influences 
and then one on early psychosexual development, a Freudian 
resumé. The next section is on the psychosomatic aspects of 
pregnancy, including a chapter by Grantly Dick Read. In 
dealing with habitual abortion, the authors ascribe it to 
emotional disturbance and call psychotherapy the only treat- 
ment. The third section deals with the psychosomatic aspect 
of the menstrual dysfunctions and includes the aforemen- 
tioned statement about bleeding. There follows a discussion 
of common psychosomatic problems, which includes sterility, 
frigidity, and contraception, and also such “psychosomatic” 
complaints as fibroids, prolapse (with the case report of a 
cystocele which was so large it interfered with coitus and 
with normal physical activity and which disappeared in the 
course of psychoanalysis), and retroversion. The book closes 
with a section on diagnosis and treatment, which appears to 
be a recommendation for psychoanalysis or psychotherapy for 
the majority of gynecologic complaints. 

This book was welcomed at first with the hope that it 
might aid in those perplexing problems arising from the 
emotional aspects of gynecologic diseases or the emotional 
response to disease. There is no doubt that the emotions may 
be the basis for many complaints referred to the pelvis. How- 
ever, this reviewer must not be “dynamically orientated,” for 
the authors go so far overboard in ascribing pelvic disorders 
to the emotions that the book seems not to be of much value. 


*Treatment of Asthma 
Edited by HAROLD A. ABRAMSON, M. D., Associate 
Physician and Chief, Allergy Clinic, Mount Sinai 
Hospital, New York; Assistant Professor of Physiol- 
ogy, College of Physicians and Surgeons, Columbia 
University. Cloth, 717 pages. $11. Baltimore, Wil- 
liams and Wilkins Company, 1951. 


This volume of 717 pages is contributed to by thirty-four 
outstanding authorities. Dr. Abramson outlines in the preface 
of the book that its main purpose is to coordinate present 
knowledge of the allergic nature of asthma with certain 
methods of therapy connected with the psychogenic aspects 
of asthma. This has been well adhered to throughout the 
volume, although on careful consideration of many of the 
chapters, it is seen that the volume goes far beyond that 
goal. It is an excellent treatise on the allergic approach to 
treatment of asthma and some related allergic conditions, 


and contains much of value of an immunologic and general 
nature. 


Some of the chapters, such as those on “Physiology of 
Respiration,” “Lung Volume and Airflow Characteristics in 
Asthma,” “The Nature of Pollen Allergens,” “Chemistry and 
Standardization of Pollen Extracts,” “The Chemical Nature 
of Dust Allergens,” and “Aerosol Therapy of the Lungs and 
Bronchi,” seem to be too technical for a volume with the 
principal thesis stated above. However, these chapters give 
valuable background information and are excellent sum- 
maries of present knowledge. Most of the material on the 
actual handling of the asthmatic patient is excellent and 
goes considerably beyond the usual discussion of the diag- 
nosis and treatment of asthma. 


Most of the book is suitable for the beginner in the treat- 
ment of allergic conditions; at the same time, there are many 
valuable viewpoints worth the consideration of those who 
have been in this field longer. The psychiatric viewpoint is 
adequately covered, although of necessity in a volume con- 
tributed to by many specialists there is considerable diver- 
gence of opinion in regard to the relative importance of the 
immunologic and the psychiatric approach. 
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The volume can be recommended to allergists, psychia- 


trists, and those in other specialties who treat and manage 
allergic patients. 


Practical Clinical Psychiatry 


EDWARD A. STRECKER, SC. D., M. D., Professor of 
Psychiatry, School of Medicine, University of Penn- 
sylvania; FRANKLIN G. EBAUGH, M. D.., Professor of 
Psychiatry, University of Colorado, School of Medi- 
cine, and Director, Colorado Psychopathic Hospital; 
and JACK R. EWALT, M. D., Professor of Neuro- 
Psychiatry and Administrator of Hospitals, University 
of Texas Medical Branch, Galveston. Seventh edition. 
Cloth, 498 pages. $7. Philadelphia, Blakiston Com- 
pany, 1951. 

This excellent textbook of psychiatry has been further im- 
proved in its seventh edition. The greatest change is the 
addition of a new chapter entitled “ ‘Support’ Psychotherapy” 
in which the general principles of psychotherapy are pre- 
sented and elaborated in a lucid and practical manner. Other 
improvements are the addition of a section on psychopathol- 
ogy and considerable expansion of the discussions of the 
psychoneuroses and psychosomatic medicine. Also the chapter 
on the methods of psychiatric examination has been rear- 
ranged and amplified. The discussion of classification in- 
cludes the Armed Forces Medical Department Nomenclature 
as of April 1, 1949, in which an attempt is made to present 
psychiatric diagnosis as a dynamic concept, a thing greatly 
to be desired. As expected, there was little revision of the 
discussion of the organic reaction types except as regards the 
use of penicillin in neurosyphilis and the employment of 
electroconvulsive therapy in certain organic disorders. 

On the whole I believe that this new edition, the seventh 
in twenty-six years, continues to supply an exceptionally well 
written and easily readable treatise on psychiatry which the 
student and the general practitioner will find helpful. To 
quote from the preface: “If, as it must be and should be, 


the bulk of psychoneurotic and psychosomatic patients are 
to be treated by general practitioners and workers in all 
fields of medicine, then they should have some idea of the 
techniques they may employ.” 


“Handbook of Nutrition 


COUNCIL ON FOODS AND NUTRITION OF THE 
AMERICAN MEDICAL ASSOCIATION. Second edition. 
Cloth, 697 pages. $4.50. Philadelphia, Blakiston 
Company, 1951. 


Since the first edition of the “Handbook of Nutrition,” 
there has been a tremendous change in world nutrition. This 
has been brought about by having had a second world war 
during which there were arising in the foreign countries 
problems in regard to nutritional states and ability of sur- 
vival on insufficient diets. This challenge has served as a 
great source of information for this second volume. There 
also has been new emphasis placed upon protein in the treat- 
ment of patients who have been injured or who have under- 
gone surgery. The importance accorded foodstuff in resistance 
to infections has been further demonstrated. There has been 
the adoption of the high protein, high vitamin diet in dis- 
eases of the liver, notably in infectious hepatitis and cir- 
rhosis. The question is asked if we may, through the study 
of present day nutritional environment, take a hand in 
evolution and learn to control man’s nutritive processes so as 
to make it possible for him to fulfill better his destiny. 


This book is thorough and complete concerning all aspects 
of nutrition, discussing the role of proteins, fat, carbohy- 
drates, minerals, and vitamins. The dietary needs of the well 
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person, children, the woman during pregnancy and lactation, 
and patients during illness are presented. There is an excel- 
lent presentation of the nutritional needs and problems asso- 
ciated with geriatric medicine. There is also an excellent 
discussion on the adequacy of American diets. The sources 
of nutritious foods, the average cost for an adequate diet, 
and the methods for improving foods are given. Considera- 
tion of vitamin D being added to milk and the enriching of 
flour with iron, thiamine, riboflavin, and niacin, which was 
endorsed by the Council on Foods and Nutrition in 1941, 
has been continued. 


This volume may be considered an authority on the 


physiology, needs, and dietary routine for the management 
of human nutrition. 


The Neuroses 


WALTER C. ALVAREZ, M. D. Cloth, 643 pages. $10. 
Philadelphia, W. B. Saunders Company, 1951. 


Dr. Alvarez, in a lucid and delightfully written book, has 
set down his lifelong observations concerning the behavior 
of patients as he has met them in a consulting capacity as 
an internist. His writings give evidence of astute clinical 
abilities with. recognition of the emotional factors behind 
many physical. complaints. The many chapters cover a host 
of life situations frequently met with in the emotionally ill 
and outline emotional factors confronted in the various spe- 
cialties. Of particular interest are the chapters entitled ‘““The 
Needs of the Medical Profession” and “Aids in the Recogni- 
tion of Emotional Problems.” For these chapters alone his 
book is invaluable, particularly for passing on to others the 
art of observation and its value in diagnosis. In this accom- 
plishment Dr. Alvarez has made a notable and readable con- 
tribution to his fellow practitioners and psychiatry. 


Despite the keen insight Dr. Alvarez has shown in his 
clinical observations, such cannot be said for his psychiatric 
formulations. Repeatedly Dr. Alvarez misuses the terms 
psychopathic, neurotic, and psychotic, resulting in much con- 
fusion for the reader and thereby unwittingly adding to the 
confusion in psychiatry of which he so often bitterly com- 
plains. Basically, Dr. Alvarez looks at all psychiatric diffi- 
culties as being related to inheritance (weakness) and situa- 
tional factors without looking further as to the personality 
factors accounting for the individual’s behavior. Though 
much of his criticism leveled at psychiatric theory and 
psychiatrists is justified, it is unfortunate that he has com- 
plicated the field further by his misnomers, classification by 
symptom, and denial of psychiatric formulations generally 
acceptable even to the nonpsychiatrist. It is regrettable that 
this excellent book was not edited by a psychiatrist so that 
these difficulties might have been obviated. 


The success which Dr. Alvarez has had in treating phys- 
ical symptoms of emotional origin I suspect has led to the 
writing of “The Neuroses.”’ He points out the need of ob- 
servation and a willingness to listen, the value of a detailed 
history, the impact of the personality of the physician, the 
development of ills produced by physicians, and a host of 
other factors important in caring for the sick. His success, 
available to most physicians, comes through interest in peo- 
ple, establishment of rapport, ventilation, reassurance, and 
faith in the physician. Dr. Alvarez recognizes well the func- 
tion of the psychiatrist and yet sees the great need for a 
family physician to recognize and treat the great bulk of 
emotional problems. 

Dr. Alvarez has been successful in correlating and writing 
his lifelong experiences in a readable book which will be of 
interest and value to all and certainly will help in meeting 
the needs of many a busy practitioner. 


12Donald Thayer Dodge, M. D., San Antonio. 
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TEXAS MEDICAL ASSOCIATION 


SECOND TELEPHONE BROADCAST MARCH 11 


The second in the series of postgraduate telephone broad- 
casts to be sponsored this year by the Texas Medical Asso- 
ciation through its Special Committee on Postgraduate Work 
will take place March 11 at 8 p. m. With Dr. Michael E. 
DeBakey, Houston, as moderator, “Recognition and Treat- 
ment of Abdominal Emergencies” will be considered by a 
panel consisting of Drs. Robert M. Moore, Galveston; W. 
G. Reddick, Dallas; Joseph Kopecky, San Antonio; and R. 
J. White, Fort Worth. 

Prior to the first broadcast, which was held February 12, 
approximately 55 county medical societies. hospital staffs, 
and other local groups had made arrangements to partici- 
pate in the statewide program. Illustrative slides to help en- 
liven the discussion and provoke questions in each listening 
group were distributed by the Committee on Postgraduate 
Work, of which Dr. Milford O. Rouse, Dallas, is chairman. 
This first program was on “Recognition and Treatment of 
Circulatory Accidents or Emergencies” with Dr. Henry M. 
Winans, Dallas, as moderator and Drs. Arthur Grollman, 
Dallas; Charles T. Stone, Sr., Galveston; M. D. Levy, Hous- 
ton; and Denton Cooley, Houston, as participants. 

A third program April 8 will center on “Some Psychiatric 
Principles in the Practice of Medicine.’”’ Dr. Hamilton Ford, 
Galveston, will be moderator with a panel to include Drs. 
Titus Harris, Galveston; Alfred H. Hill, San Antonio; War- 
ren T. Brown, Houston; W. B. Adamson, Abilene; and 
James E. Robertson, Dallas. 

Inquiries about the series may be addressed to N. C. For- 
rester, Acting Executive Secretary, Texas Medical Associa- 
tion, 700 Guadalupe, Austin. 





BUSINESS OF EXECUTIVE COUNCIL REVIEWED 


The midwinter meeting of the Executive Council of the 
Texas Medical Association was held in Austin on January 
20. Among the topics discussed were the following: 

Payment of Dues.—It was emphasized that dues for mem- 
bership in county and state medical organizations were pay- 
able January 1. A physician who has not paid his county 
dues legally has no right to participate in hospital staffs and 
may find his malpractice insurance ineffective; if he has not 
paid his state dues, he cannot be an officer or committee 
member or participate in the annual session. 

Postgraduate Education —It was agreed by the Executive 
Council that the intent of the House of Delegates in May, 
1951, was to frown on the practice of medical schools in 
Texas accepting any financial aid from the State Health 
Department. 

The Trustees reported that they had authorized payment 
from the Association of $2,500 to the University of Texas 
Medical Branch to help cover a deficit incurred in putting 
On postgraduate courses this year. 

The Council on Medical Education and Hospitals reported 
progress on a statewide postgraduate telephone broadcast* 
and recommended that properly approved postgraduate 
courses offered by Texas medical schools be considered as 
scientific meetings of the Texas Medical Association, thus 
making expenses of physicians attending such courses de- 
ductible for income tax purposes. 

Building Celebration—A committee headed by Dr. Wil- 
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liam M. Gambrell, Austin, is formulating plans for appro- 
priate ceremonies to open the new library and headquarters 
building. Completion of the building is anticipated now to 
be in June, and it is thought that a dedicatory program, 
partly for physicians and their wives and partly for the 
public, will be held in conjunction with the August or 
September meeting of the Executive Council. 

Annual Session for 1953.—The Council on Scientific 
Work announced tentative plans for the annual session in 
Houston, April, 1953, the year which marks the one hun- 
dredth anniversary of the establishment of a state medical 
organization in Texas. Members of the Association were 
invited to make suggestions for the program, which probably 
will feature former Texans who have distinguished them- 
selves in medicine, reviews of medical progress in Texas, 
and a special public meeting and exhibits. Arrangements for 
the 1952 annual session were reported as almost complete.* 

Changes in Constitution and By-Laws.—Three items which 
will require amendment of the Constitution and By-Laws if 
approved by the House of Delegates were brought to the 
attention of the Executive Council. Dr. Everett C. Fox, Dal- 
las, chairman of the Council on Medical Economics, pro- 
posed that the Texas Medical Association pay the expenses 
of its delegates to American Medical Association meetings. 
Dr. Robert W. Kimbro, Cleburne, chairman of the Commit- 
tee on Public Relations, recommended that provision be 
made to include members of the Texas chapters of the 
Student American Medical Association in the membership of 
the House of Delegates of the Texas Medical Association. 
The Committee on Negro Medical Care reminded that an 
amendment pertaining to racial qualifications for member- 
ship in the Association will be before the House for final 
action when it convenes in May. 

Cooperation with Other Organizations—The Executive 
Council concurred in a recommendation from the Board of 
Trustees, approved by the Council on Medical Education 
and Hospitals, that the Texas Medical Association cooperate 
with the Texas Hospital Association in encouraging the 
training of more medical record librarians and in encourag- 
ing smaller hospitals and clinics to make use of such trained 
personnel. * 

Dr. Allen T. Stewart, Lubbock, President of the Associa- 
tion, was authorized to appoint a committee to confer on 
mutual problems with a committee from the Texas Bar 
Association. Mr. Cecil Burney, president of the Bar Associa- 
tion, spoke briefly. 

The difficulty which the State Board of Medical Exam- 
iners faces in attempting to enforce the Medical Practice 
Act was discussed by Dr. H. L. Klotz, Austin, chairman of 
the board, and Dr. M. H. Crabb, Fort Worth, secretary. It 
was pointed out that the board issues licenses but that they 
can be revoked only by district courts which are dependent 
on witnesses reluctant to give public testimony. The Council 
on Medical Jurisprudence of the Association was asked by 
the President to study the situation with a view to recom- 
mending a revision of the Medical Practice Act if necessary. 

Dr. Raymond O. Dart, Beaumont, director of the South- 
east Texas Blood Center, stated that his staff goes into a 
county only after receiving approval of the local medical 
society, hospitals, health officers, and Red Cross chapter and 
that an effort is being made to assure a supply of blood for 
local use as well as for the national program. 

Miscellaneous ——The Committee on Rural Health recom- 
mended that the Medical Association assist cooperative hos- 
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pitals with their problems when requested to do so. The 
committee commended the program of preceptorship training 
established by the University of Texas School of Medicine 
and suggested that the other medical schools of the state 
be encouraged to institute similar programs. 

The Board of Councilors reported only four county med- 
ical societies still without approved constitutions and by- 
laws. The councilors recommended that steps be taken to 
obtain legislative action to restore a free choice of physician 
by patients in compensation cases. 


Clinical Luncheons Are Annual Session Feature 


Luncheons which will provide a period of good fellow- 
ship as well as valuable information have been scheduled as 
official events of the Texas Medical Association annual ses- 
sion in Dallas. Three luncheons in the general fields of 
medicine, surgery, and eye, ear, nose, and throat will be 
held Tuesday, May 6, and one luncheon for all members of 
the Association and the Woman’s Auxiliary as well is set for 
Wednesday, May 7. Texas physicians qualified in the various 
specialties will answer questions at the conclusion of the 
Tuesday luncheons, and members of the Association are 
invited to send appropriate questions now to the Executive 
Secretary for forwarding to the panel experts, the names 
of whom were listed in the December JOURNAL (page 
844). Mr. Arthur L. Conrad, Chicago, former assistant ad- 
ministrator of the National Physicians Committee and 
student of world affairs, will be the chief speaker at the 
luncheon Wednesday, his topic being “The Key to Peace.” 

Tickets to the luncheons will be sold this year as a part 
of the registration procedure, each physician paying for his 
tickets at the time he receives his badge and program. Re- 


fund of the full purchase price of either ticket will be made 
immediately or up to 6 p. m. of the day preceding the event 
if he finds it impossible to attend a luncheon on either 
Tuesday or Wednesday. 

The chairman of the Committee on Hotels, Dr. Andrew 
B. Small, Dallas, has requested that anyone planning to 
attend the annual session who has not made hotel reserva- 
tions already do so promptly. Reservations are being made 
directly by the hotels. 

Registration, scientific and technical exhibits, general 
meetings, meetings of the House of Delegates, and meetings 
of the Sections on Internal Medicine, Surgery, Eye, Ear, 
Nose, and Throat, Radiology, Clinical Pathology, and Pe- 
diatrics will be housed in the Adolphus Hotel, as will meet- 
ings of the Texas Air-Medics Association, Texas Chapter of 
the American College of Chest Physicians, Texas Diabetes 
Association, Texas Heart Association, Texas Railway and 
Traumatic Surgical Association, Texas Society of Anesthesiol- 
ogists, and Texas Society of Gastroenterologists and Proc- 
tologists. The Baker Hotel will be headquarters for the 
Woman’s Auxiliary, and the President’s Reception and Ball, 
meetings of the Sections on Obstetrics and Gynecology and 
Public Health, the meeting of the Texas Neuropsychiatric 
Association, and the Conference of City and County Health 
Officers will be held there. The Texas Orthopedic Associa- 
tion and the Texas Dermatological Society plan to meet 
away from the two hotels designated as headquarters for the 
session. 

A complete program of the Dallas session, which will 
begin with meetings of the House of Delegates on May 4, 
include time for specialty related organizations on May 5, 
and be in full swing May 6 and 7, will be published in the 
March issue of the JOURNAL. 


STANDING COMMITTEES OF ASSOCIATION 


@ 


Left to right: Drs. Porter Brown, H. R. Dudgeon, Sr., R. W. Kimbro, W. D. Anderson, and Hamilton Ford. 


An editorial outlining the duties, nature, and membership 
of the Association’s standing committees appears in the edi- 
torial section of this JOURNAL. 

With the exception of the Public Grievance Committee, 
the membership of which on the state level has not yet been 
chosen, the members of these standing committees are listed 
in the following paragraphs. 

Committee on Cancer: Drs. W. Porter Brown, Fort Worth, 
chairman; R. E. Windham, San Angelo; John H. Wootters, 
Houston; Charles Phillips, Temple; and John D. Weaver, 
Austin. 

Committee on Medical History: Drs. H. R. Dudgeon, Sr., 
Waco, chairman; L. H. Reeves, Fort Worth; A. A. Ross, Sr., 
Lockhart; Tate Miller, Dallas; and W. E. Whigham, Mc- 
Allen. 

Committee on Public Relations: Drs. Robert W. Kimbro, 
Cleburne, chairman; H. M. Anderson, San Angelo; M. C. 
Overton, Jr., Pampa; W. D. Blassingame, Denison; Arthur 
C. Scott, Jr., Temple; L. L. D. Tuttle, Houston; and the 
councilors as advisory members. 


Committee on Tuberculosis: Drs. W. D. Anderson, San 
Angelo, chairman; Ralph E. Gray, Lake Jackson; Ernest E. 
Holt, College Station; Howard T. Barkley, Houston; and 
Jesse B. White, Amarillo. 

Committee on Library Endowment: Drs. John A. Crockett, 
Austin, chairman; V. R. Hurst, Longview; August J. Streit, 
Amarillo; J. C. Terrell, Stephenville; and F. T. McIntire, 
San Angelo. 

Committee on Mental Health: Drs. Hamilton Ford, Gal- 
veston, chairman; Don P. Morris, Dallas; Abe Hauser, 
Houston; E. S. Ezell, Fort Worth; and Paul L. White, Austin. 

Committee on Public Health: Drs. W. F. Parsons,* Fort 
Worth, chairman; Hugh Welsh, Houston; H. O. Padgett, 
Marshall; Thomas H. Diseker, San Antonio; H. K. Brask, 
San Angelo; Guy A. Tittle, Dallas; T. A. Fears, Beaumont; 
J. W. Rainer, Odessa; R. K. Harlan, Temple; and Arthur 
G. Schoch, Dallas. 


A Fort Worth dermatologist, Dr. William Porter Brown, 


*Deceased Jan. 31, 1952. 
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is chairman of the Committee on Cancer. Born November 
30, 1896, his birthplace is McGregor. Dr. Brown, a 1923 
graduate of the University of Texas School of Medicine, 
Galveston, served an internship at the Barnard Free Skin and 
Cancer Hospital, St. Louis, in 1923 and 1924, then was 
associated for one year with the late Dr. E. D. Crutchfield, 
professor of dermatology at his alma mater. Since then he 
has been located in Fort Worth, limiting his practice to 
dermatology. 

Honors accorded Dr. Brown have been the presidency of 
the Texas Dermatological Society, directorship of the Texas 
Division, and chairmanship of the Tarrant County Unit of 
the American Cancer Society, and medical directorship of 
civil defense during World War II. He was president of 
Tarrant County Medical Society in 1940. His other medical 
affiliations include the Southern Medical Association, Amer- 
ican Academy of Dermatology and Syphilology, Society for 
Investigative Dermatology, and Rocky Mountain Derma- 
tological Association. Dr. Brown, who is married and the 
father of two daughters, in his leisure enjoys farming, hunt- 
ing, and fishing. 

Dr. Howard Rush Dudgeon, Waco, chairman of the Com- 
mittee on Medical History, is associated in the practice of 
surgery with his son, Dr. Howard R. Dudgeon, Jr. A native 
of Chamois, Mo., he was born November 21, 1873. After 
completing his studies for a degree at the University of 
Texas Medical Branch, Galveston, in 1899, he interned and 
taught at John Sealy Hospital. He later took postgraduate 
work in reconstructive surgery at Harvard Medical School. 

In the summer of 1899, Dr. Dudgeon was assistant sur- 
geon of the Mexican Central Railroad at Aguascalientes. He 
practiced for a short while in Denver, Okla., and Lockhart, 
Texas, before returning to Galveston. From 1900 to 1913 
he specialized in surgery and taught at the Medical Branch; 
he then moved to Waco, where he has practiced continuously 
with the exception of service in the United States Army 
during World War I. 

Dr. Dudgeon, who was the president of the Texas Med- 
ical Association in 1936 and formerly president and coun- 
cilor of the Twelfth District Medical Society, was an Amer- 
ican Medical Association delegate for twelve years. A charter 
member of the Texas Surgical Society, he is a fellow of the 
American College of Surgeons. 

Dr. Dudgeon was chairman of the civic league which 
secured the city manager form of government for Waco, 
chairman of the Waco public school board for six years, 
and a member of the board for thirteen years. He enjoys 
farming. 

Chairman of the Committee on Public Relations is Dr. 
Robert Willis Kimbro, Cleburne internist. Born September 
19, 1911, in Cleburne, Dr. Kimbro matriculated at the Uni- 
versity of Texas School of Medicine, receiving a degree from 
that institution in 1935, and interned at Scott and White 
Hospital, Temple. Dr. Kimbro has practiced in Cleburne 
since 1936. He was a captain in the United States Air Force 
from 1942 to 1946. 

Certified by the American Board of Internal Medicine in 
1945, Dr. Kimbro is a fellow of the American College of 
Physicians and a member of the American Heart Association. 
He and his wife are the parents of a girl and a boy. 

Dr. Wilson Dennie Anderson, San Angeio chest physician, 
heads the Committee on Tuberculosis. He was born July 31, 
1904, in Whitney. After receiving a degree in 1927 from 
Tulane University of Louisiana School of Medicine, New 
Orleans, he served as internship at Shreveport Charity Hos- 
pital, Shreveport, and a residency at the State Tuberculosis 
Sanatorium, Sanatorium. In 1929 he took postgraduate work 
at Trudeau School of Medicine, Trudeau, N. Y. He has prac- 
ticed in San Angelo continuously since 1935. 

Dr. Anderson is a staff member of Shannon West Texas 
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Memorial Hospital, where he is a consultant in diseases of 
the chest, and of Memorial and St. John’s Hospitals. A fel- 
low of the American College of Chest Physicians, his other 
medical affiliations include the Texas Tuberculosis Associa- 
tion, National Tuberculosis Association, and American Tru- 
deau Society. Dr. and Mrs. Anderson have a daughter. Fish- 
ing is his hobby. 

Dr. John A. Crockett, Austin, is chairman of the Commit- 
tee on Library Endowment. He was born in 1896 and in 
1922 was awarded a degree from Tulane University of 
Louisiana School of Medicine, New Orleans. He specializes 
in diseases of the eye, ear, nose, and throat. 


A Galveston neuropsychiatrist, Dr. Hamilton Ford, holds 
the position of Chairman of the Committee on Mental 
Health. Born October 24, 1908, in Goldthwaite, Dr. Ford 
in 1931 was awarded a degree from the University of Texas 
Medical Branch, Galveston, then served internships at Char- 
ity Hospital, New Orleans, and John Sealy Hospital, Gal- 
veston. From 1933 to 1936 he was a resident in the Depart- 
ment of Psychiatry at the University of Texas Medical 
Branch; since then he has been on the faculty of the depart- 
ment and is now a professor of neuropsychiatry. He was 


certified by the American Board of Psychiatry and Neurology 
in .1938. 


Dr. Ford served as a major in the United States Air Force 
from 1942 to 1946, with a portion of time being spent in 
the Far East. He is immediate past president of the Gal- 
veston County Medical Society, a member of the State 
Council on National Emergency Medical Service and its sub- 
committee on civil defense, and a member of the State Ad- 
visory Board to the Selective Service System. Immediate past 
president of the Texas Society for Mental Health, he is secre- 
tary-treasurer of the Central Neuropsychiatric Association. 
Dr. Ford is an editorial consultant of The Psychiatric Bul- 
letin, and an associate editor of Diseases of the Nervous 
System. He is affiliated with Phi Beta Pi medical fraternity. 
Dr. Ford is married and the father of three girls. 


Dr. W. F. Parsons, Fort Worth, chairman of the Com- 
mittee on Public Health, is serving as well as secretary of 
the Texas Railway and Traumatic Surgical Association. Born 
in 1898, he was graduated in 1932 from Baylor University 
College of Medicine, Dallas. A fellow of the American Med- 
ical Association and the American College of Surgeons, he 
restricts his practice to surgery. 


COUNTY SOCIETIES 


Austin-Waller Counties Society 
(Reported by F. T. Smith, Jr., Secretary) 


At the January meeting of the Austin-Waller Counties 
Medical Society, the following officers for 1952 were elect- 
ed: S. C. Walker, Hempstead, president; J. A. Neely, Bell- 
ville, vice-president; Frank T. Smith, Jr., Sealy, secretary- 
treasurer; Dr. Neely, Dr. Smith, and J. B. Harle, Bellville, 
board of censors; Dr. Neely, delegate; and Dr. Walker, al- 
ternate delegate. 





Bell County Society 
December 5, 1951 


(Reported by E. R. Veirs, Secretary) 
Scrotal Swellings—A. E. Moon, Jr., Temple. 


Officers for 1952 of the Bell County Medical Society 
elected at the December 5 meeting in Temple were Everett 
R. Veirs, president; Jesse B. Brown, vice-president; Edward 
D. McKay, secretary; J. W. Pittman, F. W. Howell, and V. M. 
Longmire, board of censors; Raleigh Curtis and A. C. Scott, 
Jr., delegates; and Russell E. Pleune, John R. Winston, and 
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Robert N. Bartels, alternate delegates. All are of Temple 
except Dr. Pittman of Belton. 

Correspondence from the State Advisory Committee for 
Selective Service was read and the approval of the appoint- 
ment of G. V. Brindley, Sr., to the local advisory committee 
to replace H. B. Macey and the appointment of E. D. McKay 
as a seventh member of the committee were announced. 

The society voted to request that the woman’s auxiliary 
introduce to the local schools the 1952 National Essay Con- 
test sponsored by the Association of American Physicians and 
Surgeons. 

The above scientific program was presented. 


Brazoria County Society 
(Reported by J. S. Montgomery, Jr., Secretary) 


Newly elected officers of the Brazoria County Medical 
Society are C. E. Fuste, Alvin, president; J. S. Montgomery, 
Jr., Angleton, vice-president; and James A. Stewart, Free- 
port, secretary-treasurer. 


Brown-Comanche-Mills-San Saba Counties Society 
December 10, 1951 
(Reported by James C. Spalding, Secretary) 
Prostatic Surgery—Grant F. Begley, Fort Worth. 
Median Episiotomy—T. U. Taylor, Fort Worth. 

At the meeting of the Brown-Comanche-Mills-San Saba 
Counties Medical Society held in Brownwood on December 
10, officers were elected. They are M. A. Childress, Gold- 
thwaite, president; L. K. Ory, Comanche, vice-president; 
J. C. Spalding, Brownwood, secretary-treasurer; and C. W. 
Gray, Comanche, censcr. 

S. Braswell Locker, Brownwood, reported on the Novem- 
ber meeting of the Fourth District Medical Society held in 
Brady. The society voted to participate in the postgraduate 
courses by telephone sponsored by the Committee on Post- 
graduate Work of the State Association. 


Cameron-Willacy Counties Society 
(Reported by John T. Hartman, Secretary) 


The Cameron-Willacy County Medical Society at a recent 
meeting in Harlingen elected officers for 1952. They are H. 
L. Scales, San Benito, president; C. H. Spence, Jr., Ray- 
mondville, vice-president; John T. Hartman, Harlingen, sec- 
retary-treasurer; Phil A. Bleakney, Harlingen, delegate; and 
George E. Bennack, Raymondville, alternate delegate. Newly 
elected to the board of censors, J. C. George, Brownsville, 
will serve with E. E. Baden and O. H. Heins, both of Ray- 
mondville. 


Cass-Marion Counties Society 
November 14, 1951 


Treatment of Traumatic Injuries of the Eye and Foreign Bodies in the 
Eye—Ray Carter, Marshall. 
Cardiovascular Emergencies—Maurice H. Murphy, Marshall. 


The above scientific program was presented at the No- 
vember 14 meeting of Cass-Marion Counties Medical Society 
in Jefferson. 

Members of the society and the auxiliary met for dinner 
after which both groups held separate business meetings. 
The auxiliary met in the home of Mrs. J. M. De Ware. The 
president, Mrs. Jesse Brooks, Atlanta, told of her recent trip 
abroad. 

Dallas County Society 
December 11, 1951 
(Reported by W. W. Fowler, Secretary) 


Complications of ACTH and Cortisone Therapy of the ‘Collagen 
Diseases’’—S. Howard Armstrong, Jr., University of Illinois, Chi- 
cago. . 


The above program was presented at the December 11 
meeting of the Dallas County Medical Society in Baylor 
Auditorium, Dallas. T. Haynes Harvill introduced the 
speaker. 

New members elected to membership in the society were 
Joseph C. Neel, Imogene Mayfield, John J. Sazama, Jr., John 
G. Martin, Presley C. Funk, David Mariash, and Jack Earl 
Walker. 

Resolutions concerning the deaths of Drs. Howard B. 
DuPuy, E. W. Burnett, and W. F. Schmaltz were presented. 
Officers elected were Barton E. Park, president; Jack G. 
Kerr, president-elect; Frank H. Kidd, vice-president; W. W. 
Fowler, secretary; J. B. Howell, treasurer; L. M. Reaves, 
board of censors; George M. Jones and Louie E. Allday, 
board of directors. Delegates to the House of Delegates are 
Dr. Park, George A. Schenewerk, R. A. Trumbull, and Ed- 
ward White. Alternates include Dr. Kidd, Fred W. Horn, 
Martin S. Buehler, and Arnott DeLange. 


DeWitt County Society 
December 12, 1951 
(Reported by John H. Barth, Secretary) 


Officers of the DeWitt County Medical Society were 
elected on December 12 at a meeting in Cuero. They are J. 
G. Burns, Cuero, president; L. W. Nowierski, Yorktown, 
vice-president; J. H. Barth, Yorktown, secretary-treasurer; 
and J. C. Dobbs, Cuero, censor. 


Eastland-Callahan-Stephens-Shackelford-Throckmorton 
Counties Society 


November 27, 1951 


D. Ball, Cisco, was named president of the Eastland-Cal- 
lahan-Stephens-Shackelford-Throckmorton Counties Medical 
Society at a meeting November 27 in Cisco. 

Other officers elected were H. W. Hollingsworth, Breck- 
enridge, vice-president, W. P. Watkins, Ranger, secretary; 
Robert Evans, Clyde, censor; P. M. Kuykendall, Ranger, 
delegate. 


Ector-Midland-Martin-Howard-Andrews-Glasscock Counties 
Society 
(Reported by Lex B. Smith, Secretary) 


Clyde E. Thomas, Big Spring, was elected president of the 
Ector - Midland - Martin - Howard-Andrews-Glasscock Counties 
Medical Society at a recent meeting. Other officers for 1952 
are Alan Hays, Odessa, president-elect; and E. V. Swift, Big 
Spring, secretary. 


Gray-Wheeler-Hansford-Hemphill-Lipscomb-Roberts-Ochiltree- 
Hutchinson-Carson Counties Society 


December 18, 1951 


A Christmas dinner dance was held December 18 by the 
Gray-Wheeler-Hansford - Hemphill - Lipscomb-Roberts-Ochil- 
tree-Hutchinson-Carson Counties Medical Society. After din- 
ner and a program of magic tricks presented by Mr. D. C. 
Ash, Pampa, a short business meeting was held. 

Officers for 1952 elected were H. E. Nicholson, Sr., 
Wheeler, president; D. B. Pearson, Jr., Perryton, first vice- 
president; Phillip Gates, Pampa, second vice-president; Hen- 
rietta Voet, Borger, third vice-president; D. P. Bonner, 
Pampa, fourth vice-president; and Malcolm H. Wyatt, 
Pampa, secretary-treasurer. Joe R. Donaldson, Pampa, was 
elected delegate and Dr. Nicholson, alternate delegate. Wil- 
liam C. Barksdale, Borger, was elected to the board of cen- 
sors for a three year term. 
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Grimes County Society 
(Reported by H. L. Stewart, Secretary) 


Officers of Grimes County Medical Society serving for 
1952 are S. D. Coleman, president; Carl M. Hansen, vice- 
president; H. L. Stewart, secretary-treasurer; and S. D. Cole- 
man, delegate. All officers are of Navasota. 

Serving as the committees on medical jurisprudence, pub- 
lic relations, and tuberculosis are H. E. Thompson, Nava- 
sota; E. T. Ketchum, Navasota; and G. C. Sanders, Richards. 


Hardeman-Cottle-Foard-Motley Counties Society 
December 13, 1951 
(Reported by J. F. Hughes, Secretary) 
Local Anesthetic During Labor—W. J. Hegedus, Amarillo. 
Surgical Treatment of Cancer—John C. Long, Plainview. 

The Hardeman-Cottle-Foard-Motley Counties Medical So- 
ciety met for a quail dinner and a business meeting Decem- 
ber 13 in Matador. 

The above scientific program was presented. J. S. Stanley 
and A. C. Traweek of Matador introduced the speakers. At 
the business meeting Hines Clark, Crowell, and C. C. Pate, 
Paducah, were requested to prepare a resolution regarding 
the death of Dr. T. D. Frizzell, Quanah. Officers for 1952 
elected at this meeting were J. F. Hughes, Spur, president; 
Thomas B. Smith, Paducah, vice-president; Ben W. Gil- 
liotte, Matador, secretary-treasurer; and Drs. Traweek and 
Clark, delegate and alternate delegate. 


Hays-Blanco Counties Society 
December 13, 1951 
(Reported by J. R. de Steiguer, Secretary) 

Charles W. Scheib, San Marcos, was elected president of 
the Hays-Blanco Counties Medical Society at its meeting in 
San Marcos on December 13. 

Other officers named were Rugel F. Sowell, vice-presi- 
dent; J. R. de Steiguer, secretary-treasurer; William L. 
Moore, Jr., R. F. Sowell, and M. C. Williams, censors; T. 


C. McCormick, Jr., Buda, delegate; and Calvin H. King, 
Jr., alternate. 


Kerr-Kendall-Gillespie-Bandera Counties Society 


January 14, 1952 
(Reported by Russell E. Guill, Secretary) 

Clarence Livingood, professor of dermatology at the Uni- 
versity of Texas Medical Branch, Galveston, was the guest 
speaker at the meeting of the Kerr-Kendall-Gillespie-Ban- 
dera Counties Medical Society held January 14 in Kerr- 
ville. Dr. Livingood illustrated his talk with slides. 


Lamar County Society 


January 3, 1952 
(Reported by J. R. Kelsey, Jr., Secretary) 
Recent Advances in Thyroid Disease—C. F. Hamilton, Dallas. 

Discussion—O. W. Robinson and J. L. Jopling, Paris. 

The program outlined above was heard by twenty-one 
members of the Lamar County Medical Society at its meeting 
in Paris on January 3. The president, George S. Woodfin, 
appointed committees for the year and the society voted to 
offer prizes of $50, $25, and $10 for the 1952 essay contest 
sponsored by the Association of American Physicians and 
Surgeons. 

The society decided to cooperate with the American Red 


Cross by arranging for blood to be drawn through the local 
blood bank facilities. 


LaSalle-Frio-Dimmit Counties Society 
December 18, 1951 
(Reported by Marion P. Primomo, Secretary ) 


Late Trends in Preoperative and Postoperative Care—H. Vincent 
Walker, San Antonio. 
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Officers for 1952 were elected at a meeting of the LaSalle- 
Frio-Dimmit Counties Medical Society held in Dilley on 
December 18. Those elected are John M. Crawford, Carrizo 
Springs, president; John S. Primomo, Dilley, vice-president; 
Marion P. Primomo, Dilley, secretary-treasurer; E. M. How- 
ard, Pearsall, delegate; and B. E. Pickett, Sr., Carrizo Springs, 
alternate delegate. 

Dr. John S. Primomo was elected to the board of censors 


for three years, Dr. Pickett for two years, and Dr. Howard 
for one year. 


McLennan County Society 


Officers for 1952 of McLennan County Medical Society 
elected at the November meeting are Leslie R. Sadler, presi- 


dent; H. H. Trippet, vice-president; and John Talley, secre- 
tary-treasurer, all of Waco. 


Nacogdoches County Society 
December 19, 1951 
(Reported by James G. Taylor, Jr., Secretary) 


Officers of the Nacogdoches County Medical Society were 
elected December 19 at a meeting in Nacogdoches. 

President for the coming year is Stephen B. Tucker, Nac- 
ogdoches. Other officers are Walter B. Allen, Nacogdoches, 
vice-president; James G. Taylor, Jr., Nacogdoches, secretary- 
treasurer; A. L. Nelson, Nacogdoches, alternate delegate; 
and Eugene S. Rogers, Garrison, censor. 


Navarro County Society 


Officers for 1952 for the Navarro County Medical So- 
ciety elected recently are C. L. Gary, Jr., president; Dan B. 
Hamill, vice-president; and William B. Mayfield, secretary- 
treasurer. William T. Shell, Jr. was named delegate and 


Paul H. Mitchell is alternate delegate. All officers are of 
Corsicana. 


Nueces County Society 
January 8, 1952 
(Reported by H. A. Kennedy, Secretary) 
Chemotherapy of Malignant Diseases—-C. D. Howe, Houston. 
Palliative Therapy of Breast Cancer—Robert Huesby, Minneapolis. 

The above scientific program was presented at the meet- 
ing of the Nueces County Medical Society held in Corpus 
Christi on January 8. 

Michael C. Kendrick displayed the office plaque put out 
by the American Medical Association to promote better doc- 
tor-patient relations and urged all physicians to purchase a 
plaque. 

Alfred L. Lane reported the selection of W. C. Barnard 
by a committee of the society as ‘““Man of the Year of Medi- 
cine.”” The society voted unanimous approval. 


E. J. Giles was in charge of the program. A discussion 
period was held. 


Orange County Society 
(Reported by Robert F. Minkus, Secretary) 
At a recent meeting of the Orange County Medical So- 
ciety the following officers for 1952 were elected: David 


Bennett, president; Earl H. Kent, vice-president; and Oliver 
C. Seastrunk, secretary-treasurer. 


Potter County Society 
January 17, 1952 
(Reported by William J. Campbell, Secretary) 


Effect of ACTH and Cortisone upon the Gastrointestinal Tract—Se¥- 
mour J. Gray, Harvard Medical School, Boston. 


The Potter County Medical Society met for dinner Jan- 
uary 17 in Amarillo with approximately sixty-five members 
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and medical staff members from the Veterans Administra- 
tion Hospital and Amarillo Air Force Base Hospital present. 

Walter C. Watkins, Amarillo, chairman of the program 
committee, introduced the guest speaker who presented the 
above named program illustrating his address with lantern 
slides. 

A business meeting was held and the membership applica- 
tion of William J. Hegedus, Columbus, Ohio, and the trans- 
fer of M. F. Raine, Corpus Christi, were accepted. 


Reeves-Ward-Winkler-Loving-Culberson-Hudspeth 
Counties Society 


December 19, 1951 
(Reported by Rufus A. Roberts, Secretary ) 


At a meeting of the Reeves-Ward-W inkler-Loving-Culber- 
son-Hudspeth Counties Medical Society on December 19, 
officers for 1952 were elected. 

Harold Lindley, Pecos, was named president; F. M. Apple- 
gate, Monahans, vice-president; and Rufus A. Roberts, Pecos, 
secretary-treasurer. 

At the meeting held January 16, the society created a new 
office, counsellor of the local society, and elected Jim Camp, 
Pecos, to serve in that capacity. 


Tarrant County Society 
December 18, 1951 
(Reported by W. P. Higgins, Jr., Fort Worth) 


The December meeting of the Tarrant County Medical 
Society was a dinner honoring the woman’s auxiliary. More 
than 200 physicians and their wives attended. 

William M. Crawford reviewed the book, “The Gold 
Headed Cane.” Porter Brown, who donated a cane to the 
society, presented it to Blanche O. Terrell in memory of 
her late husband, Dr. C. O. Terrell, Sr. The cane is to be 
presented annually to the member of the society chosen as 
outstanding in his service to the community and society. 
At the presentation it was stipulated that never again will 
the cane be presented in memory of someone deceased. 

Mr. W. E. Syers, Austin, public relations counsel, spoke 
on the public relations program. Miss Pat Baxter, freshman 
from Texas Christian University and winner last year of the 
national essay contest of the Association of American Physi- 
cians and Surgeons, addressed the group. 


January 4, 1952 
(Reported by W. P. Higgins, Jr., Forte Worth) 


An inaugural dinner was held January 4 in Fort Worth at 
the Tarrant County Medical Society meeting. Guests includ- 
ed officials of the Texas Medical Association, who were in- 
troduced by R. J. White, master of ceremonies, and physi- 
cians from nearby places. 

Chauncey D. Leake, Ph. D., vice-president of the Univer- 
sity of Texas School of Medicine, Galveston, spoke on the 
life and works of Leonardo de Vinci and showed slides of 
de Vinci’s paintings and sketches of his inventions. 

Miss LaVerne Downtain, assistant secretary, was presented 
a gift of appreciation from the society. 


Tom Green-Eight County Society 
December 4, 1951 
(Reported by Gordon F. Madding, Secretary ) 


The Tom Green-Eight County Medical Society met in San 
Angelo on December 4 as guests of local druggists for a 
cocktail party and banquet. 

The society voted to change the meeting day of the Feb- 
ruary, March, and April meetings in order that the society 
might participate in the statewide postgraduate telephone 
broadcasts on the second Tuesday of the month. 


Perry J. C. Byars took office as president; Other officers 
elected were Fredric E. Simpson, vice-president; R. M. Ar- 
ledge, secretary; Gordon F. Madding, president-elect; Henry 
Ricci, delegate; Gordon A. Pilmer, alternate; and Lloyd R. 
Hershberger, board of censors. 


Travis County Society 
December 18, 1951 


Officers elected at the December meeting of the Travis 
County Medical Society were Rex G. Carter, president; 
David O. Johnson, vice-president; John F. Thomas, secre- 
tary-treasurer,; Raleigh R. Ross, delegate; and Albert A. 
Terry, alternate delegate. 


Victoria-Calhoun-Goliad Counties Society 
December 18, 1951 
(Reported by Andrew S. Tomb, Secretary ) 

The election of officers of the - Victoria-Calhoun-Goliad 
Counties Medical Society was held December 18 and the 
following persons were elected: Heaton Smith, president; 
Joseph R. Story, vice-president; and Andrew S. Tomb, sec- 
retary-treasurer. The new member of the board of censors 
is Ern C. Mooney and the delegate is R. W. Ward. All 
officers are of Victoria. 


Wharton-Jackson-Matagorda-Fort Bend Counties Society 
January 8, 1952 
(Reported by Lorraine I. Stengl, Secretary) 

A business meeting of the Wharton-Jackson-Matagorda- 
Fort Bend Counties Medical Society was held in Wharton on 
January 8. A program for 1952 was discussed and three new 
members, John W. Roll, Will E. Scott, and Franz Ervin 
Amman, all of Rosenberg, were elected. 


Young-Jack-Archer Counties Society 


January 11, 1952 
(Reported by B. B. Griffin, Secretary) 


Election of officers of the Young-Jack-Archer Counties 
Medical Society took place January 11 in Graham. They in- 
clude K. D. Oates, president; B. B. Griffin, secretary-treas- 
urer; and H. E. Griffin, delegate. 


DISTRICT SOCIETIES 


Twelfth District Society 
January 8, 1952 
(Reported by J. C. Terretl, Secretary) 
Management of Early Wound Closure—J. C. Hohf, Marlin. 
Management of the Obstructive Prostate—E. O. Bradfield, Temple. 


Multiple Myeloma, Its Diagnosis and Present Day Treatment—R. D. 
Haines, Temple. 


Local Use of Antibiotics in Pyoderma—R. A. Stevenson, Jr., Temple. 

Management of Forearm Fractures—Lloyd B. Kingsbery, Waco. 

Panel Discussion: Practical Aspects of Radioactive Isotopes in Medi- 
cine—May Owen, R. D. Bernhardt, E. M. Cyrus, Jr., and E. R. 
Kyger, Jr., Fort Worth. 

Sympathectomy in Treatment of Arterial Sclerosis and Buerger’s Dis- 
ease—L. J. Kleinsasser, Dallas. 

Surgical Lesion of the Esophagus—William M. Ashe, Dallas. 

Psychoneurosis in General Practice—Stephen Weisz, Dallas. 

The Twelfth District Medical Society met in Waco Jan- 
uary 8 and the above outlined scientific program was pre- 
sented. S. C. Richardson, Bryan, president, presided at the 
business session. T. C. Terrell, Fort Worth, President-Elect 
of the Texas Medical Association, was guest speaker at the 
luncheon. 

New officers elected were J. B. Brown, Temple, president; 
and Neil D. Buie, Marlin, secretary. A resolution was pre- 
sented requesting that a president-elect be nominated. The 
office was created and Howard R. Dudgeon, Jr., Waco, was 
elected president-elect. 
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MAairels 


Statewide Emphases Reviewed 


In a January letter to officers, council women, chairmen 
of committees, and county auxiliary presidents, Mrs. O. W. 
Robinson, Paris, President of the Woman's Auxiliary to 
the Texas Medical Association, outlined emphases for the 
remainder of the year’s program. 


These items include the election of county auxiliary of- 
ficers, the payment of state and national dues by March 1, 
the completion of information for the statistical reports, 
and the completion of narrative reports from the Auxiliary 
officials. 


Mrs. Robinson urged increased membership and participa- 
tion in the goal of the National Auxiliary of two new 
auxiliaries from each state, pointing out that last year Texas 
ranked third in membership. The President also reminded 
the auxiliary of the two-point public relations program, dis- 
tribution of literature and the speaker's bureau. 


The Auxiliary’s support of the sixth annual essay contest 
for junior and senior high school students under the spon- 
sorship of the Association of American Physicians and Sur- 
geons was urged. 


A last reminder in the President's letter requested Aux- 
iliary members to make reservations early for the annual 
meeting in Dallas. Headquarters for the Auxiliary will be 
the Baker Hotel, which will accept requests for accommoda- 
tions directly. The meeting will begin Sunday, May 4, and 
conclude Wednesday, May 7. 


Details of the Auxiliary convention will appear in the 
March JOURNAL. 


AUXILIARY NEWS 


Bell County Auxiliary 


The Woman’s Auxiliary to the Bell County Medical So- 
ciety met January 18 in Temple to hear Mr. Cal L. Camp- 
bell, field director of the Gonzales Warm Springs Founda- 
tion for Crippled Children. Mr. Campbell showed a film 
illustrating types of therapy used at the Foundation. He out- 
lined a history of the Foundation’s development and ex- 
plained that the patient receives physical, mental, and spirit- 
ual therapy. 


In the absence of Mrs. L. R. Talley, Temple, president 
of the Twelfth District Medical Society, Mrs. R. N. Bartels, 
Temple, reported on the recent meeting held in Waco. 

A social hour was held. Hostesses included Mesdames T. 
M. Neal, W. O. Arnold, T. F. Bunkley, John R. Hall, 
Charles Phillips, Frank Robinson, J. G. Sewell, E. R. Veirs, 
and H. B. Macey.—Mrs. V. J. Simmon, Reporter. 


Bexar County Auxiliary 


The Woman’s Auxiliary to the Bexar County Medical So- 
ciety met January 11 in San Antonio to select a nominating 


Officers of the Woman's Auxiliary to the Texas Medical Association: 
President, Mrs. O. W. Robinson, Paris; President-Elect, Mrs. Robert 
F. Thompson, El Paso; First Vice-President (Organization), Mrs. V. 
M. Longmire, Temple; Second Vice-President (Physical Examinations), 
Mrs. John H. Wootters, Houston; Third Vice-President (Today's 
Health), Mrs. R. T. Travis; Jacksonville; Fourth Vice-President (Pro- 
gram), Mrs. Cecil O. Patterson, Dallas; Recording Secretary, Mrs. E. 
W. Coyle, San Antonio; Treasurer, Mrs. John D. Gleckler, Denison; 
Corresponding Secretary, Mrs. Clarence E. Gilmore, Paris; Publicity 
Secretary, Mrs. A. H. Neighbors, Sr., Austin; Parliamentarian, Mrs. 
T. Herbert Thomason, Fort Worth. 
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committee. A musical program was presented by Mesdames 
James E. Pridgen, Peter Keating, Sr., and Harold D. Buttery. 
Mrs. Cornelius H. Nau was accompanist. Hostesses for the 
luncheon included Mesdames William J. Fetzer, Jack A. 
French, John C. Parsons, and I. C. Skinner. 

Announcement was made that the members would mend 
clothes on January 18 for the children’s shelter. On January 
23 the auxiliary will entertain wives of visiting physicians 
attending the International Postgraduate Medical Assembly 
with a dinner at the Menger Hotel.—Mrs. R. E. Nitschke, 
Publicity Secretary. 


Jasper-Newton Counties Auxiliary 


Mrs. R. T. Travis, Jacksonville, Third Vice-President of the 
Woman’s Auxiliary to the Texas Medical Association, spoke 
to members of the Jasper-Newton Counties Auxiliary at a 
meeting November 16 in the home of Mrs. J. W. McCall, 
Jr., Jasper. 

Mrs. Travis reported on the progress of the “Today's 
Health” subscription contest of which she is chairman. 

Mrs. N. W. Bird, Jasper, and Mrs. W. F. McCreight, 
Kirbyville, were hostesses for the meeting November 21 in 
Mrs. Bird’s home. After dinner a business session was held 
and plans discussed for the Red Cross Instructors Course on 
home nursing conducted during December. 


Jefferson County Auxiliary 
Dr. F. J. L. Blasingame, Wharton, member of the Board 
of Trustees of the American Medical Association, spoke on 
“Medical Citizenship” at the meeting of the Jefferson County 
Auxiliary held November 19 in Beaumont. . 
Dr. L. C. Powell, Beaumont, Vice-President of the Texas 


Medical Association, introduced the speaker. Representatives 


of the city’s civic clubs were special guests. Mrs. Arthur 
Reimers was in charge of the program and hostesses were 
Mesdames H. W. Neidhardt, Fred Colby, Norman Duren, 
Dudley M. English, Josh J. Esslinger, J. R. Fama, T. Alvin 
Fears, Paul N. Fortney, and John N. Gardner. 


Kerr-Kendall-Gillespie-Bandera Counties Auxiliary 


The Kerr-Kendall-Gillespie- Bandera Counties Auxiliary 
met December 7 in the home of Mrs. L. L. Keyser, Fred- 
ericksburg. Twenty-six members were present. Mrs. J. L. 
Kantor, Legion, was welcomed as a new member. 

Mrs. Roger Stevenson reported that approximately 500 
local women had viewed the motion picture “Self-Detection 
of Cancer in the Female Breast.” 

English teachers in the local junior and senior high schools 
will be asked to cooperate with the auxiliary in sponsoring 
am essay contest on “Why the Private Practice of Medicine 
Furnishes this Country the Finest Medical Care.” 

The Auxiliary is donating subscriptions of Today’s Health 
to schools throughout the county. 

Mrs. Sam Thompson reported on the tuberculosis seal 
campaign. Mrs. David McCullough talked about “Christmas 
Legends,” and refreshments were served. Assistant hostesses 
were Mesdames W. H. Springall, D. W. Brown, H. G. 
Pfeiffer, L. W. Feller, all of Fredericksburg.—Mrs. Russell 
E. Guill, Secretary. 

The Kerr - Kendall - Gillespie - Bandera Counties Medical 
Auxiliary met January 11 in Kerrville. 

After a short business session, Dr. Julia S. Eley, roent- 
genologist at Peterson Memorial Hospital, spoke on the local 
tumor clinic, of which she is secretary. 
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Hostesses were Mesdames Judd Kirkham, G. D. Guilbert, 
John McDaniel, P. C. Burnett, L. B. Crumrine, W. E. Bell. 
—Mrs. Russell E. Guill, Secretary. 


Tarrant County Auxiliary 


The Tarrant County Medical Society set aside the last reg- 
ular meeting of the year as a night to honor the “Sweet- 
hearts of the Doctors,” its Auxiliary. A dinner meeting with 
an excellent program was given December 18 at the River 
Crest Country Club, Fort Worth—Mrs. A. B. Pumphrey. 


Taylor-Jones Counties Auxiliary 

Mrs. O. W. Robinson, Paris, President of the Woman's 
Auxiliary to the Texas Medical Association, was honored at 
a dinner January 8 given by the Taylor-Jones Counties Aux- 
iliary in the home of Mrs. Ann Smart, Abilene. 

Mrs. Robinson spoke on activities and aims of the aux- 
iliary, stressing public relations as an important phase of the 
work. 

Hostesses included Mesdames Earl D. Sellers, Lee Wil- 
liamson, Edwin E. Middleton, Hukert Seale, L. W. Hollis, 
T. B. Bass, Donald McDonald, and W. W. Plasek.—Mrs. 
C. A. McFadden, Publicity Secretary. 


Travis County Auxiliary 


Miss Opal Leonard, Austin, executive secretary to the 
Travis County Chapter of the American Red Cross, was 
guest speaker at a meeting on January 15 of the Woman's 
Auxiliary to the Travis County Medical Society in Austin. 

Miss Leonard outlined the progress of the Red Cross or- 


S. H. GRANT 


Dr. Stephen Hunter Grant, Deport, Texas, died Decem- 
ber 21, 1951, of coronary occlusion. 


Dr. STEPHEN H. GRANT 


An obituary ordinarily will not be published more than four months 
after date of death. Cooperation in reporting deaths of physicians and 
in furnishing appropriate biographical material promptly is solicited. 


ganization since its beginning in Switzerland one hundred 
years ago. She pointed out that the Travis County chapter is 
cooperating in civil defense through the blood bank program 
and courses in home nursing and first aid. 

Mrs. James Eckhardt, chairman of the committee in charge 
of the essay contest sponsored by the Association of Amer- 
ican Physicians and Surgeons, reported on her committee’s 
work in bringing the contest to the attention of high school 
students of Travis County. 


Members of the hostess committee for the meeting were 
Mesdames H. L. Hilgartner, Jr., and Sandi Esquivel, chair- 
men; G. C. Thorne, W. B. Black, C. W. Castner, J. M. 
Coleman, Mervin E. Fatter, Howard Granberry, George W. 
Haan, W. W. Kelton, Fred Wilson, Douglas Barkley, Hugo 
Klint, Otto Lippman, William F. McLean, A. L. Nanney, 
R. T. Wilson, Harriss Williams, and W. E. Williams.— 
Mrs. T. N. Watt, Publicity Chairman. 


AUXILIARY DEATHS 


Mrs. Wiley J. Jinkins, Jr., Galveston, member of the 
Woman’s Auxiliary to the Galveston County Medical So- 
ciety, which she served as treasurer in 1947-1948, died Jan- 
uary 15, 1952, of poliomyelitis. She was a member of the 
Junior League, Cotillion Club, and Zeta Tau Alpha sorority. 
She is survived by her husband and two sons, Wiley Jinkins 
III and John Randolph Jinkins, Galveston; her parents, Mr. 
and Mrs. Frank J. Mullis, Galveston; and a sister, Mrs. 
Kleberg Eckhardt, wife of a Corpus Christi physician. 


The son of George W. and Fannie (Scaff) Grant, Dr. 
Grant was born in Red River County near Deport, April 
16, 1879. After being graduated from Bogata High School, 
he entered the University of Texas School of Medicine, Gal- 
veston, receiving his degree from that institution in 1903. 
He served as intern and house physician at John Sealy Hos- 
pital, Galveston, then with the exception of the year 1907, 
during which he took a postgraduate course in surgery at 
Tulane University of Louisiana, New Orleans, practiced 
continuously from 1904 until his death in the Deport area. 
His specialty was surgery. In 1920 he organized the Stephen 
H. Grant Hospital and operated it until it was sold in 
November, 1951. 

President of Lamar County Medical Society in 1941, Dr. 
Grant was affiliated-as well with his state and national med- 
ical organizations, being a fellow of the American Medical 
Association. He was a Mason, an elder in the First Presby- 
terian Church, and a vice-president of the Deport State 
Bank. 

Dr. Grant was preceded in death in August, 1945, by his 
wife, the former Miss Betty Alice Franklin, whom he mar- 
ried in June, 1903, at Rugby. He is survived by one son, 
Russell Grant, Deport; two grandchildren; and three sisters. 


WwW. 8. HALLEY 


Dr. William Benjamin Halley, Ballinger, Texas, pioneer 
physician and surgeon, died December 6, 1951, of coronary 
thrombosis following a long illness. 


A native of Salado, Dr. Halley was born August 9, 1869, 
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the son of Robert Bonner and Lydia (Edrington) Halley. 
He was graduated from the Thomas Arnold High School, 
Salado, and received a degree in medicine from the Univer- 
sity of Texas School of Medicine, Galveston, in 1897. He 
did frequent postgraduate work in New York and Chicago. 
After serving an internship at the International and Great 
Northern Railroad Hospital in Palestine and a brief practice 
at Bartlett, Dr. Halley went to Ballinger, where he was in 
practice until recent ill health intervened. In 1905, he and 
his partner, Dr. A. S. Love, established one of the first hos- 
pitals in West Texas, the Halley and Love Sanitarium. 

Dr. Halley was a charter member of Runnels County 
Medical Society and also belonged to the Texas, American, 
and Southern Medical Associations and Fourth District Med- 
ical Society. He was an active member of the Christian 
Church and was interested in civic work. A school trustee 
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Dr. W. B. HALLEY 


for many years, he helped many boys and girls to attain a 
college education. His Masonic affiliations included mem- 
bership in the York and Scottish Rite bodies and Hella 
Temple Shrine; he was a thirty-second degree Mason and 
past grand patron of the Grand Chapter of Texas, Order of 
the Eastern Star. A project of great interest to him had been 
to help the Scottish Rite Hospital for Crippled Children, 
Dallas. 

Surviving Dr. Halley are his wife, the former Miss Jesse 
Velma Bailey of Georgetown, whom he married June 4, 
1906, and one sister, Mrs. Mimmie H. Smith, Ruston, La. 
While he had no children of his own, he was deeply in- 
terested in his nephew, Dr. Charles F. Bailey, who operated 
the hospital his uncle helped establish after Dr. Halley's re- 
tirement in 1944. 


N. A. POTH 


Dr. Norman Alfred Poth, Seguin, Texas, died suddenly 
December 3, 1951, at his home in Seguin of acute heart 
failure. Dr. Poth was the uncle of Dr. Edgar J. Poth of 
Galveston. 

Dr. Poth was born September 1, 1881, in Moulton, the 
son of Jacob and Anne Poth. He was educated in a Cuero 
private school, attended St. Edward’s College, Austin, and 
was graduated in 1908 from Vanderbilt University School 
of Medicine, Nashville. He began his medical career in 
Nopal, where he practiced until 1910, then was located in 
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Marion until 1913. Since that time he had been active in 
medical practice in Seguin. During World War I, he was 
commissioned a first lieutenant but was not called to active 
duty; however, he was active in Red Cross work. During 
World War II he was a member of the Procurement and 
Assignment Committee of his county medical society, and 
he received a commendation for his work as a medical exam- 


Dr. NORMAN A. POTH 


iner for the Selective Service Board from the late President 
Roosevelt and former Governor Coke Stevenson. 

A fellow of the American Medical Association and a 
member of the Texas Medical Association continuously since 
1911, Dr. Poth was secretary of the Section on Obstetrics 
and Gynecology of the State Association in 1929. He was 
president of the Guadalupe County Medical Society in 1941 
and had been delegate to the annual session many times. He 
served as a deacon and elder in the First Presbyterian Church 
and was a Mason. 

Dr. Poth married Miss Augusta Timm in Hochheim on 
September 30, 1906; she survives as do their son, Dr. Dun- 
can Osler Poth, San Antonio; their daughter, Mrs. Ross 
Wilder, Austin; and his seven brothers and two sisters. 


D. K. JAMISON 


Dr. David Kincaid Jamison, Denison, Texas, died in a 
Denison hospital November 30, 1951, from diabetes, necro- 
tizing papillitis, and uremia. 

Dr. Jamison was born September 28, 1886, in Whites- 
boro to Mr. and Mrs. F. G. Jamison. Receiving his aca- 
demic education at Carlisle Military Academy, Arlington, 
from which he was graduated with a bachelor of arts de- 
gree, he was awarded a degree in 1910 by the University of 
Texas School of Medicine, Galveston. After serving intern- 
ships at St. Mary’s and John Sealy Hospitals, Galveston, Dr. 
Jamison was chief surgeon for the Mexican National Rail- 
way and surgeon for the Mexican Coal and Coke Company, 
Coahuila, Mexico. He moved in 1912 to Denison, where he 
continued his industrial practice until his death. He was a 
surgeon for the Missouri-Kansas-Texas Railway Company 
and a staff member of Madonna Hospital in that city. 

A member of Grayson County Medical Society, and the 
Texas Medical Association and a fellow of the American 
Medical Association, Dr. Jamison was a Mason, a Rotarian 
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an elder in the First Presbyterian Church. He belonged to 
the Railway Mail Surgeons Association. At the time of hit 
death he was the oldest member of the board of directors of 
the Citizens National Bank, Denison, in point of service. 


Dr. DAVID K. JAMISON 


His wife, the former Miss Bess Bond, whom he married 
in Sherman in 1912, survives, as do his son, William Q. 
Jamison, Siloam Springs, Ark.; his mother, Mrs. F. G. 
Jamison, Whitesboro; three brothers, W. Q. Jamison, San 
Francisco; J. C. Jamison, Los Angeles; and C. F. Jamison, 
Whitesboro; and two grandchildren. 


Cc. M. HOCH 


Dr. Charles Martin Hoch, Jr., Smithville, Texas, surgeon, 
died November 17, 1951. 


Dr. C. MARTIN: HOCH, Jr. 


Son of the late Dr. C. M. and Sadie (Martin) Hoch, Dr. 
Hoch was born June 20, 1912, at Pearsall. He moved as a 


child to La Grange, where he finished high school. After 
receiving a bachelor of science degree from the Main Branch 
of the University of Texas in Austin, he completed his med- 
ical education at the Medical Branch, Galveston, in 1935. 
He interned at Brackenridge Hospital, Austin, and then went 
to Smithville, where he was in practice until bad health in 
recent months forced a limitation of his professional activ- 
ities. 

A member of the Texas and American Medical Associa- 
tions through Bastrop County Medical Society, Dr. Hoch 
served his local society as secretary several years. He was a 
member of the American Academy of General Practice and 
a fellow of the American College of Surgeons. An elder in 
the Presbyterian Church, Dr. Hoch was a member of Ma- 
sonic bodies, being past worshipful master of the W. J. 
Nixon Lodge, and past patron of the Order of the Eastern 
Star. He was active in trying to secure a community hospital 
for Smithville. 

Miss Thelma Albrecht, La Grange, and Dr. Hoch were 
married June 4, 1932. Mrs. Hoch and two daughters, June 
Marie and Betty Sue, survive. Also surviving are Dr. Hoch’s 
mother, now a resident of San Antonio, and a sister, Mrs. 
John Kuon, Sulphur, La. 


M. LOVING 

Dr. Maribel Loving, Austin, Texas, died at her home 
November 15, 1951, of coronary occlusion. 

Dr. Loving was born in Austin on November 27, 1907. 
She was the only child of the late Dr. James M. Loving and 
Mrs. Loving. Her academic education was acquired in Austin 
High School and the University of Texas, Austin; she re- 
ceived a master of arts degree from the University of Illinois, 


Dr. MARIBEL LOVING 


Urbana, in 1930 and a medical degree from the University 
of Texas School of Medicine, Galveston, in 1935. After an 
internship at Wilhenford Hospital for Women and Chil- 
dren, Atlanta, she did postgraduate work in obstetrics and 
gynecology at the Rotunda Hospital, Dublin, Ireland, and 
in 1937 was awarded the degree licentiate in medicine by 
the University of Dublin. For fourteen years until her death 
she practiced in Austin, limiting her practice to obstetrics 
and gynecology. During 1942 she was a surgeon on a con- 
tract basis for the Woman's Auxiliary Army Corps. 

A member of the Texas Medical Association and a fellow 
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of the American Medical Association, Dr. Loving also was 
affiliated with Travis County Medical Society and the 
Seventh District Medical Society. She was a member of 
Alpha Epsilon Iota, medical fraternity for women; the Amer- 
ican Women’s Medical Association; and Chi Omega sorority. 
Dr. Loving was a member of the Presbyterian Church. She 
is survived by her mother, Mrs. James M. Loving, Austin, 
and her husband, F. Lee De Gress, Austin. 


G. C. LECHENGER 


Dr. Gilbert Cecil Lechenger, Houston, Texas, died No- 
vember 26, 1951, of heart failure. 

Born in Houston July 18, 1887, Dr. Lechenger was the 
son of Louis and Bertha (Gilbert) Lechenger. He attended 
Central High School and Incarnate Word, Houston, and the 
University of Texas. In 1912 he received his medical degree 
from the College of Physicians and Surgeons of Columbia 
University and then interned at Bellevue Hospital, New 
York. Dr. Lechenger taught radiology at the University of 
Texas Medical Branch for several years. Since 1929 he had 
practiced in Houston, where he was head of the radiology 
departments at Hermann Hospital and Jefferson Davis Hos- 
pital and was an emeritus professor at Baylor University 
College of Medicine. He retired in 1949. During World 
War I, Dr. Lechenger served in the medical corps of the 
United States Navy. 

For many years Dr. Lechenger was a member of the 
American Medical Association and the Texas Medical Asso- 
ciation through Galveston and Harris Counties Medical So- 
ciety, serving as secretary, treasurer, vice-president, and mem- 
ber of the board of censors of the latter society. In 1949 he 
was elected to honorary membership in the state association. 
He was a member of the Radiological Society of North 
America. Dr. Lechenger was a member of Phi Delta Epsilon 
medical fraternity, Temple Beth Israel, Masonic Lodge, Scot- 
tish Rite bodies, and Arabia Temple Shrine. Also he was 
vice-president of L. Lechenger, Inc., Jewelers in Houston. 

On June 30, 1913, in Houston he married Miss Sarah 
May Hirsch of Laredo, who survives. Other survivors are a 
daughter, Mrs. Pauline Morgenstern; a son, Louis Lechenger; 
and one brother, R. B. Lechenger, all of Houston. 


M. K. McCULLOUGH 

Dr. Malcolm Kelley McCullough died in Dallas, Texas, 
December 28, 1951, of congestive heart failure following 
coronary thrombosis. 

Born September 21, 1895, in Brownwood, Dr. McCul- 
lough was the son of William Wallace and Euphemia (Kel- 
ley) McCullough. He attended the public schools of Dallas 
and Brownwood, and was graduated from Daniel Baker 
College, Brownwood, in 1917. He went to the University 
of Texas Medical Branch, from which he received his de- 
gree of doctor of medicine in 1921, and served as a hos- 
pital apprentice, first class, in the Navy as a student during 
World War I. In his senior year he was an intern at John 
Sealy Hospital, Galveston. After his graduation he was suc- 
cessively at Willard Parker Hospital, New York; Grass- 
lands Hospital, Valhalla, N. Y.; the New York Eye and Ear 
Infirmary, New York; and the University of Vienna. He 
began practice in New York in 1926; in 1928 he moved to 
Dallas, where he continued his medical career until forced 
by illness to retire in 1949. 

An honorary member of the Texas Medical Association 
and a fellow of the American Medical Association through 
Dallas County Medical Society, Dr. McCullough was a 
former president of the Texas Ophthalmological and Oto- 
laryngological Society. He was affiliated as well with the 
American Academy of Ophthalmology and Otolaryngology. 
Certified by the American Board of Ophthalmology, he was 
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clinical assistant professor of ophthalmology at Southwestern 
Medical School of the University of Texas, Dallas. He was 
a member of the Presbyterian Church. 
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Dr. McCullough is survived by three brothers, Dr. David 






































































Dr. MALCOLM K. MCCULLOUGH 


McCullough, Kerrville; John W. McCullough, Galveston; 
and W. W. McCullough, Pittsburgh, Pa.; and a sister, Mrs. 
Bert E. Hurlburt, Brownwood. 


Cc. A. WATSON 


Dr. Chester Aubrey Watson, Ballinger, Texas, died from 
multiple myeloma at his home October 7, 1951. 

Dr. Watson was the son of Thomas and Mary E. Watson; 
he was born May 16, 1881, in Hemphill. After receiving 
his early education in Hemphill High School, he attended 
Southern Methodist University, Dallas. In August, 1908, he 
was graduated from the University of Arkansas School of 
Medicine, Little Rock. He has since done postgraduate work 
in Tulane University of Louisiana School of Medicine, New 
Orleans. Dr. Watson in 1909 began his medical practice in 
Crews and Sabinetown, where he remained for short periods. 
After practicing for twenty-five years in Ballinger, he retired 
for ten years because of poor health. When World War II 
brought a need for more doctors, he resumed practice in 
Hemphill for six years, then returned to Ballinger, where he 
continued his medical career until four months prior to his 
death. His specialty was obstetrics. 

Elected to honorary membership in the Texas Medical 
Association in 1937, Dr. Watson had served during 1932 
and 1933 as president of the Runnels County Medical So- 
ciety; he had belonged at various times to Sabine County 
and Shelby-San Augustine-Sabine Counties Medical Societies. 
He was a member of the Methodist Church and of the 
Woodmen of the World fraternal order. 

On July 24, 1912, in Crews Dr. Watson married Miss 
Beulah Hill. Mrs. Watson survives as well as their daugh- 
ter, Mrs. Jones Parrish, Ballinger; his two sisters, Miss Eva 
Watson, Nacogdoches, and Mrs. S. J. Davidson, Pasadena, 
Texas; and two grandsons. 


R. H. GOUGH 


Dr. Roy Hampton Gough, Fort Worth, Texas, died from 
pneumonia December 26, 1951. 
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Born November 22, 1875, in Sulphur Springs, Dr. Gough 
was the son of Lycurgis and Media Gough. He matriculated 
at East Texas Normal College, Commerce, and was grad- 
uated with a bachelor of arts degree from Texas Christian 
University in 1906, when the school was located in Waco. 
His medical degree was acquired in 1901 from Barnes Med- 
ical College, St. Louis; later he pursued postgraduate med- 
ical studies in Vienna, Edinburg, Chicago, Boston, New 
York, and New Orleans. Dr. Gough completed work for a 
master of arts degree at Texas Christian University, Fort 
Worth, in 1918. 

After his graduation from medical school, Dr. Gough 
practiced in Hereford from 1899 to 1904, then in Dallas 
until 1906, when he moved to Hillsboro. In 1913 he began 
his long medical career in Fort Worth, specializing in dis- 
eases of the eye, ear, nose, and throat. Dr. Gough, formerly 
chief of the eye, ear, nose, and throat clinic at Southwestern 
Medical College, Dallas, was closely associated with Texas 
Christian University for many years. He was a member of 
the board of directors and the executive committee from 
1911 to 1916, was elected to lifetime membership on the 
university's advisory board in 1916, and was professor of 
otology at the university's medical school while taking his 
master’s degree. In addition, since 1914 he had sponsored 


Dr. Roy H. GOUGH 


the Gough Oratorical Contest, with an annual award of $50 


and a trophy, which will be continued through an endow- 
ment. 


Dr. Gough, a fellow of the American Medical Association 
and of the American College of Surgeons, was president of 
Tarrant County Medical Society in 1941; he had been a 
member of the Texas Medical Association continuously since 
1906. Certified by the American Boards of Ophthalmology 
and Otolaryngology, his other medical affiliations included 
the American Academy of Ophthalmology and Otolaryngol- 
ogy, Texas Society of Ophthalmology and Otolaryngology, 
and Fort Worth Eye,.Ear, Nose, and Throat Society. 

During World War I Dr. Gough was a captain in the 
United States Army. He was a member of the Christian 
Church. Dr. Gough belonged to the Kiwanis Club and the 
River Crest Country Club. A golf enthusiast, he is the 
author of “The Golf Book,” a history of golf in Fort Worth 
published recently. 


On June 11, 1923, in Los Angeles Dr. Gough married 
Miss Vera Minerd. He is survived by his wife; one daugh- 
ter, Mrs. Wilbert Combs, Marshall; three brothers, Dr. E. 
F. Gough, Waxahachie; Claude Gough, Dallas; and Herbert 
Gough, Ruidosa, N. Mex.; and three sisters, Mrs. Herbert 
Fincher, College Station; Mrs. Elmer Owens, Dallas; and 
Mrs. Wilson LaGrone, Commerce. 


J. V. ANDERSON 


Dr. James Vernie Anderson, Fort Worth, Texas, died at 
home November i, 1951, from acute coronary occlusion. 

Born December 14, 1890, in Burnsville, Miss., Dr. Ander- 
son was the son of Randolph and Nancy Rebecca (Foote) 
Anderson. His early academic education was acquired in the 
Crawford, Texas, public schools; he attended Washington 
University, St. Louis, and Loyola University, Chicago. To 
earn his way through Loyola University School of Medicine, 
from which he was graduated in 1916, Dr. Anderson was a 
pitcher for the Chicago White Sox. 

After internships at St. Bernard’s Hospital, Chicago, and 
Oak Forest Tuberculosis Hospital, Oak Forest, Ill., Dr. An- 
derson practiced for four years in Chicago, then moved to 
Fort Worth, where he remained in practice for thirty years. 
He was a member of Tarrant County Medical Society, the 
Thirteenth District Medical Society, Texas Medical Associa- 
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tion, and American Medical Association. As a first lieutenant 
he served with the Medical Corps of the Thirtieth Division, 
seeing active service in France during World War I. He 
was assistant surgeon for the Veterans Bureau while he was 
in Chicago. 

Dr. Anderson was a member of the Lions Club and Mod- 


ern Woodmen of America. He was a member of the Meth- 
odist Church. 


In Chicago on September 15, 1920, Dr. Anderson married 
Miss Edna Marie Flanagan; she survives as do their daugh- 
ter, Mrs. Virgil T. Bolin, and two grandchildren, James 
Michael Bolin and Linda Jane Bolin, Fort Worth; his 
brothers, W. D. Anderson, Dallas; W. C. Anderson, Craw- 
ford; and John A. Anderson, O’Donnell; and sisters, Mrs. 
Jack Edwards, Lubbock; Mrs. Gordon Frady, McGregor; 
Mrs. Pearl Edwards, Fort Worth; and Miss Agnes Anderson, 
Fort Worth. 
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